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When carbolic acid was presented to the medical profession 
more than a quarter of a century ago its claim to be the best 
known germicide was based upon the fact that it was not only 
the first but the most efficient antiseptic. These facts were, 
however, overshadowed by the danger of its use, and it was, 
after a few years, almost completely set aside by the introduc- 
tion of other so-called antiseptics. It has been my good fortune 
to discover a means of rendering its use in any strength com- 
paratively free from danger, and to place before the profession a 
remedy for diseases heretofore almost incurable. After a series 
of experiments I found that alcohol possesst antidotal qualities, 
and that when used in full strength against the full strength of 
carbolic acid the acid lost its caustie effect. The possession of 


this knowledge enabled me to overcome the dangers attendant’ 


upon the use of carbolic acid in full strength, and I began to 
apply it to the use of the surgeon. It was in August, 1894, I 


was first absolutely convinced that I could control the action of. 


earbolie acid under all circumstances. At that time I used it 
for the first time in its full strength of 95 per cent in an abscess 
eavity from suppurative appendicitis. Since then I have ex- 
tended its use to all cases of microbic wound-infection, and I am 
now prepared to proclaim its safety and unfailing reliability 
when brought properly into contact with the infected surfaces. 

These observations are the results of the treatment of hun- 
dreds of cases which have come to my clinic at the Post- 
Graduate Hospital. When I first discovered the antidote and be- 
gan to extend the uses of carbolic acid, and had a few cases 
to show that my theories were correct, I was foolish enough to 
believe that my method would be readily accepted and extend 
rapidly into general use. I was mistaken. I had forgotten that 
I had to deal with medical men and their prejudices, safeguards 
to the public, and that I must convince each one separately of 
the safety of the treatment before I could hope to have my 
methods accepted. I have found this no easy matter, even with 
the doctors side by side with me and my patient: Owing to this 
and other reasons, I have not invaded the medical press, well 
knowing that my statements would be more than questioned. 
If the same delicacy of feeling had been shown by a few medi- 
eal men who have personally availed themselves of courtesies 
extended to all at my clinics, the undivided honor would have 
been my own before the world. Some who have got their in- 
formation about carbolic acid directly from me have gone into 
the medical press with a view to claiming priority in the appli- 
eation of this drug in certain cases. 

I had been demonstrating the use of ecarbolic acid in my 
clinic at the Post-Graduate Hospital from 1894 up to January, 
1899, and my views as to its application had not been accepted 
by any leading surgeon in New York, tho all were convinced that 
alcohol was a perfect antidote. On January 7, 1899, Dr. A. M. 
Phelps, of New York, wrote a letter to the New York Medical 
Journal, in which he gives me the credit not only of having dis- 
covered the antidote, but mentions its use in empyema. This 
letter was entirely unauthorized by me, and was without my 
knowledge or consent. In June of the same year he read a 
paper before the American Orthopedic Association describing a 
method of treating abscesses and diseases of the joints. In 
August, 1900, he presented a paper before the Thirteenth Inter- 
national Medical Congress in Paris, in which he said: “Last year 
and the year before I had the honor of presenting to the Ameri- 
can Orthopedic Association a method of treating abscesses and 
diseases of the joints by a method somewhat unique. I also pre- 
sented at that meeting a record of several cases of erysipelas 
treated in the City Hospital, and the charts in those cases showed 
that the plan of treatment cut short every case.” Further on he 
remarkt: “Up to two years ago it was extremely difficult to op- 
erate on suppurating hips and prevent suppuration, but since the 
advent of the use of pure carbolic acid (as I reported at the last 
meeting of this congress) I have had no difficulty with sueh 
joints. The profession is indebted to Dr. Seneca D. Powell, of 


New York, for one of the most useful discoveries ever made in 
surgery. I allude to the antidote effect of alcohol in carbolic 
acid. Dr. Powell has used carbolie acid for years in the treat- 
ment of infection and bone diseases in various parts of the body, 
and has recommended it for erysipelas and abscesses. I have 
tested it in the treatment of erysipelas, and find it as specific in 
that disease as quinine is a specific for malarial poisoning. Ob- 
serving his good results in bone and other abscesses, I applied it 
to joint abscesses. There should be absolutely no difference be- 
tween the treatment of abscesses of joints and that of abscesses 
occurring in any portion of bone or in the soft parts. My ob- 
servation during the past two years has demonstrated to me the 
accurateness of this statement.” 

I call attention to an error in the opening of his paper. He 
presented his papers in 1899, and not in 1898 and 1899. He 
speaks of his experience during a period of two years, when it 
should have been limited to one year. He quoted me as having 
“used carbolic acid for years in the treatment of infection and 
bone diseases,” and as having “recommended it for erysipelas 
and abscesses,” and he claims that upon observing my good re- 
sults he “applied it to joint abscesses.” It is a well-known fact 
in the Post-Graduate Hospital that I was treating joint ab- 
scesses in this method-for at least five years before I succeeded 
in prevailing upon Dr. Phelps to employ it in the treatment of 
his cases of joint abscess. 

February 27, 1899, I presented this entire subject to the 
medical profession thru a paper read at a stated meeting of 
the Medical Society of the County of New York. In that paper 
I discusst the treatment of tuberculous diseases of the joints. 
In the discussion Dr. A. M. Phelps said “he had verified in his 
own practice almost every claim made by the reader of the paper 
except, perhaps, the treatment of erysipelas. Alcohol was cer- 
tainly the most effective antidote for carbolic acid. In washing 
out tuberculous joints with this acid it had been found that there 
resulted a great deal of exudation, and as a result there was like- 
ly to be a limitation of motion. It was for this reason that at 
one time he had abandoned ecarbolie acid for bichloride of mer- 
eury. Finally, he had begun again its use, after having seen the 
work of Dr. Powell. The plan followed had been to inject the 
joint first with pure carbolic acid, then with alcohol and finally 
with water, after which the wound was closed. Those cases in- 
variably went on to convalescence, except where there was bone 
disease beyond the reach of the acid.” [Official Report.] 

I want to be as fair in my criticism of Dr. Phelps as it is 
possible to be, at the same time, I want the profession at large 
to understand that Dr. Phelps simply followed in my footsteps 
after a long period of persuasion on my part, and that, so far as 
I know, he has not added one single, solitary thing to my method 
of treatment. <A fair-minded reading of his own words, which I 
have quoted, will justify me in calling attention to this effort on 
the part of Dr. Phelps to gather to himself the credit of extend- 
ing the use of carbolie acid into a new field. 

I also resent the limitation which he places upon my work. 
I not only discovered that alcohol is an antidote to carbolic acid, 
but I discovered the fact that carbolic acid, when applied ac- 
cording to my rules, is THE remedy in the treatment of every 
Single disease due to microbie origin, and this I consider the 
more important discovery. Given three facts—first, that all in- 
fective diseases are dependent upon a pathogenic germ; second, 
that 95 per cent carbolic acid is an infallible germicide; and, 
third, that 95 per cent. alcohol is a perfect antidote for carbolie 
acid—we have three propositions which, followed to their natural 
conclusions, lead us to the unassailable position which I have as- 
sumed, that with carbolie acid properly used we have an abso- 
lutely safe and sure remedy for surgical infections. 

The medical profession has been led to believe that car- 
bolic acid, even its weakest solutions, is a very dangerous 
remedy, and frequent statements are observed in the medical 
press claiming that gangrene will follow its use, even when 
used in a very weak solution. We are warned against the use 
of weak solutions because they are so easily absorbed and that 
their use is followed by gangrene; yet in the next breath we are 
told that a 2 per cent solution is almost inert and is not a ger- 
micidal solution. T have seen but one case of carbolie acid poi- 
soning from absorption by the use of wet dressings, and no 
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harm came from this case. It was a child two years of age that 
was burned over almost the entire body and one limb. The sur- 
face was covered with gauze and kept wet with a 2 per cent 
solution of carbolic acid. After forty-eight hours the urine was 
smoky. The solution was reduced to one-half of 1 per cent, the 
smoky urine disappeared and the patient made an excellent re- 
covery. Other than this I have no personal knowledge of the 
danger of using carbolic acid in weak solutions. I have seen 
many cases of so-called “carbolic poisoning,” and in every in- 
stance I found the diagnosis wrong, and the continued use of the 
remedy was followed by no bad result. 

I have a record of seven cases of internal poisoning by car- 
bolic acid, either from intent or otherwise, whose lives have 
been saved by administering about twice the amount of alcohol 
as carbolic acid. It is also a well-establisht fact that when car- 
bolic acid is mixt with whiskey or brandy it will not kill. Some 
few of these facts have leakt out, and the daily press wrote 
them up in such a way as to lessen the importance of this 
knowledge. Had such a discovery been made abroad it would 
have been common knowledge in every household by this time! 

I feel that information such as this should be disseminated 
thru the public press, and I beg that even the most skeptical of 
doctors will see to it that the people are made aware of these 
facts. 

SURGICAL USES. 


In my experience I have found a very great difference in the 
results obtained from different brands (if I may so use the term) 
of carbolic acid. I mean products from different manufacturers. 
The carbolic acid which I have found the most satisfactory has 
been made by Calvert of England and known as Calvert’s No. 1. 
With this acid there is no question as to the terminal result when 
properly applied. Its high price, as compared to the acids in 
the market, stands in the way of general use in the hospitals; 
but a pint of carbolic acid goes a long way, and it more than re- 
pays the extra cost, in my judgment. 

IVY POISONING.—Many physicians have opportunities of 
demonstrating its efficacy in this disease. Make a 5 per cent so- 
lution of carbolic acid, and wet a gauze compress with it and 
place it over the surface inflamed from a period of ten minutes 
to half an hour, the time depending upon the age of the patient 
and the sensitiveness of the skin; then substitute gauze wet with 
a 2 per cent solution, and continue its use until all traces of the 
disease have disappeared. Many patients will stand a solution 
stronger than this. A drachm of carbolic acid to an ounce of 
water (which, when shaken up thoroly, resembles milk), if ap- 
plied upon the surface and allowed to remain until the surface 
whitens, wili be very efficacious. While a 5 per cent solution may 
smart quite perceptibly in some instances, it will not blister or 
destroy the surface of the most sensitive. Indeed, many pa- 
tients will not show any difference between this and the 2 per 
eent solution. I have frequently seen a patient cured in twenty- 
four hours when the disease was so extensive that the face was 
swollen out of all recognition and the eyes closed from the swol- 
len lids. In all cases when the ivy poisoning has appeared upon 
surfaces of the body other than the face I use a drachm to the 
ounce. When the surface is whitened, which will be in from five 
to fifteen minutes, then further action of the acid can be checkt 
by the use of alcohol. 

GONORRHEA.—Specifie urethritis will yield to one treat- 
ment in the majority of cases. In the female I use a drachm to 
the ounce, having thoroly cleaned the vagina, following the use 
of the acid with alcohol after the surface is well whitened and 
puckered, following up its treatment by syringing with a warm 
2 per cent carbolic solution. 

In the male a deep urethral injection is made of a 5 per cent 
solution, and followed in a leisurely way with two or three 
syringefuls of warm or hot water. Sometimes this treatment 
may be followed by a sensation of swelling along the urethra, 
and I have seen a slight discharge following its use, but I have 
never seen an ill effect, and have no reason to have ever re- 
greted following this method. 

In cases where the infection has been long standing I have 
found it necessary to repeat the injection a few times; but this 
is of rare occurrence. ; 

ERYSIPELAS.—Erysipelas is also amenable to treatment 
with this drug, and here we use 95 per cent carbolic acid; and it 
will be probably the most severe test that the surgeon will be 
called upon to make—I mean from the surgeon’s standpoint. He 
must always follow directions closely, for damage may result 
from a failure to observe this. 

I manage it this way: Placing the patient flat on the back, 
and with the head placed so as to present as nearly as possible 


a level surface of the face, I apply a 95 per cent solution of car- 
bolic acid with a well-rolled mop of absorbent cotton. I watch 
the surface carefully, and as soon as it turns white I swab it off 
with alcohol. Materials should be at hand and readily available, 
and one should depend upon his judgment as to when the alcohol 
should be applied, and not upon the complaints of’ the patient. 
I paint the surface about the eye with pure acid, holding gauze 
pledgets in between the closed lids to prevent the acid entering 
the eye. One must be very careful not to allow the alcohol to be 
brought into contact with any part of the surface before the acid 
is applied, as it will prevent the acid from acting on that surface. 
In this way not only the entire face, but all of the surfacé in- 
volved by the disease can be treated in this way. A larger mop 
of cotton must be used so as to go over the surface rapidly and 
completely. Then in some cases it will act so quickly as to com- 
pel one to do it in sections, not only covering the diseased surface, 
but going over the line one inch or more; especially does this ap- 
ply to the treatment of erysipelas in locations other than the face. 
I have applied carbolic acid in this way to the entire body from 
the nipple line to just above the knees on a patient (a young girl) 
about twenty years of age, reducing the temperature from 106° 
to normal in four hours. The action of the acid in these cases is, 
uniformly, promptly successful in its results. 

Sihce adoption of this plan we are no longer afraid of ery- 
sipelas in our general wards in the Post-Graduate Hospital, and 
we retain these cases in adjoining beds to other surgical cases. 
This method is in use in the erysipelas wards in Bellevue and 
the City Hospital, and I have it directly from those in authority 
that it has yet to record a failure. 

LYMPHANGITIS.—Lymphangitis, arising from an infected 
wound of the hand or foot and extending up into the limb, 
markt by a well-defined area of redness, swelling and pain, ac- 
companied by high temperature, delirium and more or less en- 
largement of the glands along the infection and in the axilla and 
Scarpa’s angle, yields at once to this drug when applied in its full 
strength at the site of the infection and along the line of the 
lymphatics; neutralized, after its action, by the application of 
alcohol—limited, however, as I do not put the alcohol into the 
infected wound after having used 95 per cent carbolic acid in 
these instances, but do use it on the outside surfaces just as I 
do in cases of erysipelas. In these cases I usually envelope the 
limb in gauze of several thicknesses and keep it wet with a 2 per 
cent solution of carbolic acid. The microbe in these cases, as a 
rule (and also in cellulitis following infection), is the streptococ- 
cus. It is more active and harder to kill than any other germ 
we have to fight. 

ABSCESSES.—Infections coming from abscesses in or about 
the intestinal tracts are peculiarly active and injurious, and the 
entrance of germs from this source into abrasions or susceptible 
surfaces has been the cause of many deaths among surgeons. 

Every surgeon who has experienced the annoyance and suf- 
fered from the clinging smell which hangs to his hands for days 
after having opened one of these abscesses will be pleased to 
know that the washing of the hands in a solution of one drachm 
to the ounce and rinsing them in alcohol will remove this odor 
and make his hands completely aseptic. It is particularly im- 
portant to the active surgeon who may be called upon to make 
an autopsy in death from septic peritonitis several hours after 
rigor mortis has taken place, and then to operate in an abdomen 
entirely free from any infection. If my experience were limited 
to a few cases I might hesitate, but as I am frequently called 
upon to treat not less than fifty cases of infected wounds at one 
of my daily clinics, I have had ample opportunity to test it. 

Abscesses, wherever located, can be treated speedily by the 
injection of or swabbing freely with pure carbolic acid. The 
size of the abscess or the amount of surface covered is not a fac- 
tor. Only thoro drainage and complete removal of the pyogenic 
membrane need be considered. 

It is now a well-establisht fact that all suppuration is due 
to germs; that there is no such thing as laudable pus, and that 
a wound heals without any secretion other than a slight oozing 
of healthy serum when kept free from infection; and it is also a 
fact that whenever there is a purulent discharge, even tho the 
wound be a healing one, it is also an infected wound. 

There are certain rules which pertain to all conditions. They 
are thoro application of the drug and thoro drainage. Thoro 
drainage may be obtained without such extensive incisions as 
we have been taught to be necessary. Ordinarily an opening 
large enough to evacuate the pus completely is sufficient, but 
where there is a thickened pyogenic membrane, and curettage is 
essential for a rapid recovery, then the drain-opening should be 
made large enough for the operator to penetrate the entire cav- 
ity. For instance, in mammary abscess, an opening large enough 
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to evacuate the abscess completely would not extend over half 
an inch, and I have found that this opening is quite sufficient; 
but where there is an abscess of long standing, where a well- 
developt pyogenic membrane is formed, a larger opening must 
be made. 

Abscesses in or about the joints, with fistulous tracts leading 
away which must be thoroly curetted, must of necessity demand 
a larger opening. 

Abscesses in bone require special treatment. Necrosis re- 
sults from the presence of germs, and the removal of the ne- 
crosed tissue and free drainage do not, as a rule, alone answer 
the purpose. Especially is this so in long bones before the for- 
mation of a sequestrum. One must kill the germ which has 
caused the disease; and it will not always be found on the sur- 
face waiting to be washt or wiped out—but buried deeply in the 
tissue, attending strictly to business: the destruction of tissue. 
It is easy to convince the most skeptical that carbolic acid ex- 
tends far beyond the area of application in its influence; and, 
based upon this knowledge, to meet this requirement in the above 
eases I pour the bone cavity full of a 95 per cent solution of car- 
bolic acid and allow it to remain at least ten minutes! 

Abscesses of the breast yield very readily to this treatment, 
and the solution of one drachm to the ounce is the proper one 
to use if the pocket has been emptied and irrigated. In many 
instances I have allowed the child to continue nursing from this 
diseased breast. I believe it to be a mistake to put on any com- 
press which will interfere with proper drainage. My custom is 
to hold the breast up in a sling, and in that way to secure good 
drainage. 

Pelvic abscesses, abscesses of the liver, perityphlitic 
scesses—all are treated in a similar manner. 

Palmar abscesses, either those resulting from infections di- 
rectly into the palm of the hand or from so-called felons, which 
are nothing but infections, are peculiarly adapted to treatment 
by my method. It is best to make a small opening at the site of 
the original infection and swab out all the accessible cavity with 
95 per cent with carbolic acid, and where there is a sinus leading 
up into the palm of the hand or up underneath the annular liga- 
ment above the wrist, pass along the silver-nozzle syringe, probe- 
pointed, and inject into that sinus a drachm to the ounce solution 
of carbolic acid. The limb is then envelopt in gauze and kept 
wet with a 2 per cent solution. 

ISCHIORECTAL ABSCESSES.—Ischiorectal abscesses re- 
quire a special word. In my practice I have found no occasion in 
recent years to cut thru sphincters to obtain a cure. I make a 
small opening, half an inch usually, parallel with the outer fibres 
of the external sphincter muscle, and then use the curet if the 
abscess is of long standing; then swab is out with a 95 per cent 
solution of the acid carefully and thoroly. One can also use a 
long-nozzle syringe, and follow out any sinus which may lead 
from the abscess cavity, and into that inject pure carbolic acid. 
If the abscess is of recent date a drachm to the ounce is suffi- 
ciently strong; but if it is of long standing, and a pyogenic mem- 
brane is formed, it must be curetted and 95 per cent acid thoroly 
applied. I do not use alcohol under these conditions, as alcohol 
is used only where it is necessary to limit the action of the acid. 
It is best to do the work with the acid alone if possible, as it is 
not always safe to use a curet in cellular tissue. Wherever too 
much force is used a new abrasion is made, and that is a point 
for reinfection. This applies particularly to the treatment of 
ischiorectal abscesses and empyemas. 

SEPTIC UTERI.—An infected uterus following childbirth 
ean be treated as a large abscess cavity. I swab out the entire 
uterine surface with a solution of a drachm to the ounce of car- 
bolic acid and pack the cavity well with a gauze bandage rinst 
out of a 5 per cent solution. If the temperature of the patient 
does not fall immediately after this treatment I feel assured that 
there are points of infection which have not been reacht. 

MASTOID DISEASE.—In mastoid diseases the results are 
more than satisfactory. It is essential to first secure thoro 
drainage and then be generous with the amount of pure carbolic 
acid poured in; and use gauze drainage. I called Dr. D. B. St. 
John Roosa’s attention to this method about three years ago, and 
he assures me that it is far in advance of the old method of hand- 
ling these cases. 

EMPYEMA.—Aspiration is very frequently satisfactory, and 
is followed by recovery if it is made at a time when the pleural 
cavity is full of a perfectly sterile serum; but if, after one as- 
piration and removal of sufficient quantity of fluid, the condition 
recurs, I would advise not to aspirate a second time, because ex- 
perience has shown me that one is much more liable to infect 
the pleural cavity by aspiration than by making a free opening. 


ab- 


If there is pus one is never justified in aspirating any cavity 
with any other view than that of confirming the diagnosis. If 
there is pus present open operation is the only treatment. If 
the case is recent, and the pus is very thin and there does not 
seem to be abundant fibrin, a small opening will answer. Cut- 
ting down and resecting three-quarters of one rib will be ample. 
It does not make much difference what instrument is used to 
resect the rib. Great care must be taken with the anesthetic, as 
it is much more dangerous to give an anesthetic to a patient with 
a distended pleural cavity than to any other patient. It is not 
safe to administer an anesthetic unless the patient is over on 
the diseased side, so that the free lung can expand easily and 
maintain respiration. After opening the chest the best plan is to 
irrigate the pleural cavity with a strong solution of ecarbolic acid. 
I have done it not once or twice, but hundreds of times, and am 
perfectly satisfied with the results. Introduce a solution of one 
drachm to the ounce (tho this is not a solution, but rather an 
emulsion, the carbolic acid being held in suspension; when it is 
shaken thoroly it is milky white). I then wash out the pleural 
cavity with a 2 per cent solution; after it is perfectly clean pour 
in a solution of a drachm to an ounce until the pus-pocket is 
filled, then empty it out and irrigate with a 2 per cent solution; 
lastly put in drainage, but do not put it in far enough to inter- 
fere with the expansion of the lungs. 

If the pocket has lasted a long time this treatment will not 
be effective. A pus-pocket of long standing has a thick pyo- 
genic membrane, and a solution of carbolic acid of one drachm 
to the ounce will not be of any effect. In such cases it is needful 
to make a larger opening and take out three, four or five inches 
of one or more ribs. One should not make the mistake of mak- 
ing a square opening; take out a lengthwise piece of the rib and 
get a long opening, allowing curettage of the pleural cavity, 
which can be done without any harm. Then, while the carbolized 
water is running in, one should swab off<not only the thoracic 
wall, but the wall of the lung as well. This breaks down the 
fibrin which has accumulated and become adherent and brings 
the solution in contact with the walls. Then pour in the carbolie- 
acid emulsion. Use a pitcher or a fountain syringe, and let it 
run in until the cavity is full. I have let it remain in anywhere 
from three to ten minutes, according to the condition, age of the 
patient, etc. Then turn the patient over and let it run out. If 
afraid of carbolic-acid poisoning run in some alcohol afterwards. 
Drain out thoroly and put in the drainage. Sometimes a second 
or even third operation is necessary. If the lung has not been 
crowded up for a long time it will fill up the cavity very rapidly. 
Then the case is very simple, because you do not have to take 
out enough of the rib to throw the wall in, and in this way assist 
in filling up the cavity. If you have a partially solidified lung, 
and it goes back to only half of its original size, then you must 
bring the chest wall to the lung. General Lee was going along 
a road one day and saw a soldier up a tree, eating persimmons. 
The general asked him what he was doing that for, ete. The 
soldier replied that, as his rations were not large enough to fit 
the size of his stomach, he was trying to draw his stomach down 
to fit the size of the rations! So it is here. If we cannot bring 
the lung to the chest wall we must take the chest wall to the 
lung, even if we produce curvature of the spine. All of these 
cases can be cured, but not without deformity. 


It is the general opinion that very young children should not 
be subjected to operation for inguinal hernia. Stiles, however, in 
American Medicine says that infants stand the operation re- 
markably well, and it has been his practice to operate altho the 
child may be only a few months old, should there be any trouble 
in keeping up the hernia. Of his first 100 cases, the operation 
was performed in 14 under 6 months, in 9 between the sixth and 
twelfth month, in 56 during the second and third year, and in 
21 during the third year. The anatomy of the parts concerned 
in hernia in children is such that the radical operation is not only 
simpler, but less likely to be followed by recurrence than in the 
adult. The essential step in the operation in the child is the 
isolation and removal of the patent funicular process, its neck 
being ligatured at the level of the internal ring. The canal in 
children is so short that the internal ring is almost opposite the 
external ring, and this enables the operator, by dragging down 
the isolated funicular process, to apply a ligature to the neck 
without material injury to the aponeurotic and muscular struc- 
tures of the abdominal wall. Stiles does practically Bank’s op- 
eration. The steps of the operation as he performs it are: (1) 
Exposure of the cord along with its covering and the pillars of 
the ring; (2) isolation, ligature, and excision of the funicular pro- 
cess; (8) closure of the ring; (4) suture of the wound. 
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THREE CASES OF VAGINAL HYSTERECTOMY, WITH 
REMARKS ON THE FUTURE OF HYSTERECTOMY 
FOR CANCER. 


BY A. LAPTHORN SMITH, B. A., M. D., M. R.C. S., ENG., MONTREAL, P. Q. 


Fellow of the American and British Gynecological Societies; Professor of Gyne- 
cology in the University of Vermont, Burlington; Professor of Clinical 
Gynecology in Bishop’s University, Montreal; Surgeon-in-Chief of 
the Samaritan Free Hospital for Women; Gynecologist to the 
Western General Hospital; Gynecologist to the Montreal 
Dispensary, and Consulting Gynecologist to the 
Woman’s Hospital, Montreal. 


As my mental attitude towards cancer of the uterus has un- 
dergone a great change during the past year, and as my present 
method of treating it promises a certain cure in every early case 
in which it is employed it may be of interest to briefly outline 
my experience during the last ten years, which will at the same 
time explain how I have come to accept my present course of 
action. In the early days of my work hardly a week used to 
pass without a patient coming to me with the cervix a mass of 
eancer, and with the broad ligaments full of the same disease, 
so that it was impossible to draw the uterus down, even as much 
as a quarter of aninch. Too often the whole vagina was infect- 
ed, and in two or three cases there was a large opening into the 
bladder or rectum which rendered the poor creature’s life a liy- 
ing death. At that time nothing was attempted for the relief 
of these patients except to keep them as free from pain as possi- 
ble by means of opium or morphine suppositories. The smell was 
so horrible that their friends and relatives might well be forgiven 
for praying for their death. And when death at last came, 
either from sepsis ‘or hemorrhage, every one, including the patient 
and doctor, was very glad. Now, of the happy release, even in 
these hopeless cases, we can do much for the comfort of all con- 
cerned. By curetting away all the necrosed tissue with a sharp 
curet and cauterizing the remaining tissues with the thermo- 
cautery, it is possible for a patient who is in a hopeless condition 
as far as any curative operation is concerned, to live for several 
years almost without knowing that she has the disease, and for 
her eventually to die a painless death from cancer of the liver 
or other internal organs. Indeed, I feel sure that the heat of the 
actual cautery is the most powerful means we possess of arrest- 
ing the disease. This is proven by the much better ultimate re- 
sults obtained by Dr. Byrne of Brooklyn than by any one else. 
He amputates the cancerous cervix with the galvano-cautery 
knife, and he has many cases living after from five to ten years. 
Many of my own cases have been curetted two and three times 
at intervals of from three to six months, so that I know of sev- 
eral who were still alive,nearly two years after the disease had 
reacht the hopeless stage. So much for the cases which are too 
far advanced for hysterectomy. 

Now the question comes up, Which cases are to be classt 
as hopeless, and which are we justified in performing hysterecto- 
my on? It is precisely on this point that my opinion has undergone 
a decided change. Up till my visit to Brussels four years ago 
I was doing vaginal hysterectomy for all those cases in which 
the uterus was at all movable even if the broad ligament on one 
or both sides was rather thicker than usual. But I had noticed 
that while the death rate of the operation was slight, the disease 
advanced much more rapidly than it did in the much worse cases 
which were only curetted from time to time. So that at the 
end of two years from the operation there was no one woman 
living, and most of them died within a year. On discussing 
this point with Jacobs of Brussels, he told me that his experience, 
which was far more extensive than mine, was exactly similar. So 
much so, indeed, was he impresst with this common observation 
that he told me he had given up removing the uterus for cancer 
altogether! When I returned home I adopted a new course; I 
ceast removing the uterus whenever the broad ligaments were in- 
filtrated, even if the uterus were fairly movable and contented 
myself with the palliative treatment already described. In oth- 
er words, I placed all these cases in the hopeless class, but as- 
sured them nearly two years of comfort for themselves and their 
friends, instead of giving them only three to six months, during 
most of which they suffered. But to make up for this I devoted 
all my energies to discovering as many cases as possible while 
the disease was strictly limited to the uterine tissue and before it 
had spread to the cellular tissue in the broad ligaments. I made 
a vigorous campaign in the medical journals calling upon the 
general practitioners to spread information among their patients 
as to the danger of irregular uterine hemorrhages in women 
over forty-five, especially if they had had the menopause, and 
their periods had left them for several years. This was very 
important, as it had been the general opinion among women that 
this return of bleeding from the uterus was a subject for self 
congratulation as indicating a renewal of the vigor of youth. 
Another fallacy which I askt them to correct was that as long 
as there was no bad odor from the vaginal discharge there was no 


need to suspect cancer. On the contrary, when the bad odor 
makes its appearance the time for vaginal hysterectomy has 
passt, so that it is of the greatest importance to discover it before 
it has reacht the bad smelling stage. My crusade has been suc- 
cessful; thanks to the general practitioners who have come with- 
in my influence I no longer see these terribly neglected and ter- 
ribly smelling cases which I used to see so often ten years ago. 
Altho in many of them still the disease is perilously near the hope- 
less condition above mentioned, this is not the fault of the fami- 
ly doctors who, as a rule, send me the case within a few days 
of its discovery, instead of losing six precious months cauterizing 
the cervix before sending them to me, as they formerly used to 
do. Since the women themselves seldom consulted their family 
doctor until the disease was considerably advanced, the next duty 
which I felt that we owed these women was to look for can- 
cer before the women complained, and to urge an examination, 
especially in all cases where there was bleeding on intercourse, 
or where the menstrual flow was becoming more profuse at forty- 
five instead of getting less. The result has been that gradually, 
year by year, I have been getting these cases earlier, until now 
it is the exception, rather than the rule, to find, on removing the 
uterus, that the disease had not yet entered beyond the uterine 
tissue, and consequently these women have all been saved from 
a horrible death. In these cases, of course, most rigorous pre- 
cautions have been taken to avoid infecting the healthy cut sur- 
faces; first the vagina and external genitals are thoroly disin- 
fected with soap and water and bichloride; then the cauliflower 
growth is cut off, and the uterus curetted and disinfected with 
earbolic acid, and then cauterized with the Paquelin cautery, un- 
til dry; the cervix then being packt with sterilized cotton and 
then tightly sewed up. Many such cases which would have 
been ultimately saved, have died thru reinfection during the op- 
eration. 

And now I come to the last advance; one which, as I have 
stated, will save every woman so treated from death from can- 
cer. Several times during the last ten years I have had oc- 
casion to perform Schroeder’s amputation of a badly lacerated 
cervix of long standing, in women over forty-five years of age: 
and during the operation I have found the tissues friable and brit- 
tle, so that the ligatures would sometimes cut out. Much to my 
disappointment some of these women afterwards died of can- 
cer. I therefore came to the conclusion that in all women over 
forty-five who were bleeding profusely or irregularly, I would 
take no chances, but head off the fell disease by removing the 
whole of the uterus! I felt the more justified in doing this be- 
cause of the number of cases I have seen in which the cervix 
was apparently all right, but on opening the uterus after removal 
undoubted cancer of the fundus was discovered. In Cullen’s 
work on cancer of the uterus there are many engravings which 
illustrate my point, which he evidently believes in very thoroly. I 
have already said in several of my papers on cancer of the cervix 
that if every woman with a lacerated cervix had it repaired with- 
in a year after its occurrence, death from cancer of the cervix 
would be unknown. (It is not safe, I might mention here, to 
let these women go around with a bad laceration until they are 
nearly forty-five; for often I have seen women of thirty or thirty- 
three have cancer develop on a tear). I will now say that if ev- 
ery woman with menorrhagia at forty-five had her uterus re- 
moved by vaginal hysterectomy, death from cancer of the fundus 
would also be unknown! With such an object in view, I am sure 
I will not appeal in vain to the thousands of general practition- 
ers who read these lines, and in whose hands alone rests the fate 
of the thousands of women who, as above shown, are likely candi- 
dates for death from cancer. 

The following three cases, briefly stated, were treated on 
these lines: 


Mrs. J. P., aet 50, sent to me by Dr. S. F’. Wilson of Mont- 
real; widow; first menstruated at 12; being painful and coming 
on every three weeks; mother of eight children, two of them 
twins born at 7 months; never delivered with instruments; one 
confinement 18 years ago was severe, and she was never as well 
since; always being nervous. Her periods left her at 45, and 
she saw nothing till 47, when she began to have irregular hemor- 
rhages. She had a great deal of pain with her womb, very little 
“whites,” and there was no bad smell, but Dr. Wilson informs 
me that the discharge was watery and very acrid, as it excoriat- 
ed the skin around the vulva. Moreover, her mind was serious- 
ly affected, and it was a question whether she would not have to 
go to the asylum. Vaginal hysterectomy was performed on the 
6th of February with no trouble whatever; the operation only re- 
quiring eleven minutes from first incision until the uterus was 
out. The latter was double the normal size, and retroverted, and 
on cutting it open a hemorrhagic area the size of half a cherry 
was found near the fundus.’ She made a rapid recovery and 
went home in three weeks. : 

Case 2. Mrs. M., widow, 49 years of age, sent to me by Dr. 
Maas for profuse and .too frequent menstruation. Her periods 
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first began at the age of 14, and were always abundant. She was 
married at 19, and in the next eighteen years she had fourteen 
children, the last one 11 years ago. Menstruation now comes 
on every three weeks, and is very profuse, large clots coming 
away; and between the periods she has a profuse yellow dis- 
charge. On examination the uterus was found retroverted and 
there was a deep laceration extending up to the internal os. The 
everted lips cannot be brought together owing to the amount of 
hypertrophy and cystic growth. On introducing the sound very 
gently profuse bleeding began. Going on the principle that if 
she did not already have cancer she was on the verge of having 
it, I had no hesitation in advising the removal of the uterus, in 
which she and her doctor heartily concurred. This was done 
two weeks ago, and she is now going around looking very much 
better, and will go home in another week. 

Case 3. Mrs. B., sent to me by Dr. Smythe. She gave me 
the following history: She is now 388 years of age; her menstrua- 
tion began at 12; this was normal, except that she was very ill 
for a year, when she was 18; she was married at 23, and has had 
three children, the last one 10 years ago; instruments were used 
(by a doctor whose name J will not mention) after being in about 
only two hours. This ‘‘finisht her,’ for she had no children after 
that; in fact, she was in bed for the next five months. Her men- 
struation left her at thirty-five, but after three years it began 
again very profusely and irregularly, and she also bleeds freely 
on coitus or digital examination. Since two months she has had 
a protusely watery discharge. On examination I found a cauli- 
flower growth pretty well filling the pelvis. Vaginal hysterec- 
tomy was performed a week ago with the precautions above 
mentioned; the uterus was retroverted and densely adherent; so 
that the thickening of the broad ligaments may have been partly 
due to this cause. In this as in the other three cases, the clamp 
method was employed, the clamps being removed at the end of 
twenty-four hours. 

She is feeling and looking much better already, and will be 
able to go home in two weeks. 

My only regret is that this case was not discovered before 
the disease was so plainly evident. Her chances are surely 
much less than those of cases one and two—from whom the ute- 
rus was removed while it was still quite certain that the disease 
was limited to the uterine tissue. 


THE TREATMENT OF SUPPURATION IN THE UTERINE 
APPENDAGES.* 


BY CHARLES P. NOBLE, M. D.. PHILADELPHIA, PA. 
Surgeon-in-Chief, Kensington Hospital for Women. 


It is my purpose in this paper to report my entire experience 
in dealing with the several varieties of suppuration in the uterine 
appendages, to give the results which have been secured by the 
various operations which have been practist, and to present the 
conclusions which I have drawn from this experience. 

Cases of suppuration in the female pelvis should be divided 
into two classes: Circumscribed abscesses, as represented by 
pyosalpinx, abscess of the ovary and puerperal phlegmon; and 
mixt cases, as represented by intraperitoneal collections of pus 
complicating suppuration in the uterine appendages. 

This report deals with two hundred cases, one hundred and 
forty-six of which were treated by abdominal section, and fifty- 
four by incision and drainage; in almost all cases the avenue of 
approach thru the vagina. 

The operative procedures employed have passt thru three 
periods of development. Prior to 1895 almost all patients were 
operated upon by abdominal section and the removal of the ap- 
pendage or appendages involved. During this period drainage 
either with the glass tube or with gauze was freely resorted to. 
Later, when both appendages were involved, hysterectomy has 
been substituted in the great majority of cases for double 
oophoro-salpingectomy; and the use of drainage has been more 
and more restricted until it is now used only in the worst cases. 

Since 1895 there has been a steadily increasing resort to sim- 
ple incision and drainage in the complicated cases of large pelvic 
abscess in which suppuration of the uterine appendages is com- 
plicated by intraperitoneal abscess. - 

Vaginal hysterectomy has not been employed in cases of 
pelvic suppuration. The arguments of those claiming that the 
operation offers advantages over simple incision and drainage in 
the complicated cases, and over abdominal section in the typical 
eases, have never seemed convincing. 

In looking back over fourteen years’ work in this field it is 
gratifying to realize that our present methods give far better re- 
sults both immediate and remote than those in use in the first 


*Abstract of paper read before the Philadelphia County Medical Society 
March 12, 1902. 
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balf of this period. Prior to 1895 the mortality in fifty-five cases 
was 16.3 per cent, while since the beginning of 1895 the mortality 
in ninety-one cases has been 6.5 per cent, in patients treated by 
If to these are added fifty-four patients 
treated by incision and drainage, the mortality has been reduced 
to 4.8 per cent. 

Not only has there been this very substantial reduction in 
mortality, but with the improvements in technic the necessity for 
drainage has been almost entirely eliminated. This, together 
with the employment of an improved technic in closing the ab- 
dominal wound, has reduced the occurrence of post-operative 
hernia to a fraction of 1 per cent. . The substitution of sterile cat- 
gut ligatures for silk has eliminated pedicle ligature abscesses 
from the list of sequels, together with the adhesions and sinuses 
which formerly gave great annoyance to many patients. 


ABDOMINAL SECTION FOR PYOSALPINX OR ABSCESS OF 
THE OVARY COMPLICATED BY INTRA- 
PERITONEAL ABSCESS. 

These patients are usually very ill when they come under the 
observation of the surgeon; either they are suffering from an at- 
tack of peritonitis, or they are reduced in strength by chronic 
sepsis. ‘Cwenty-six patients belonging to this group have been 
operated upon, with seven deaths, or about 27 per cent death- 
rate. In four hysterectomy has been done, with two deaths, and 
in twenty-one both uterine appendages have been removed, with 
five deaths. This mortality of 27 per cent should certainly forbid 
the employment of abdominal section in the treatment of this 
class of cases. By simple incision and drainage the mortality 
has been reduced to less than 2 per cent! 

Besides the high primary mortality from the radical abdom- 
inal operation there are numerous other objections to the radical 
abdominal operation in this group of cases. Post-operative ad- 
liesions, fecal fistulae, persisting pain and ventral hernia, are 
very common sequels. Another important objection is that many 
appendages are sacrificed which could be saved by the drainage 
operation. 

To this change in practice more than to anything else is 
due the fact that the mortality from abdominal section in the 
entire group of cases has been reduced from 16.3 per cent to 
6.5 per cent in the last seven years, as compared with the pre- 
ceding seven, and that the mortality in the total number of cases 
in the last seven years has been reduced to 4.8 per cent. 


PUS BEING CONFINED TO THE TUBE OR OVARY—AB- 
DOMINAL SECTION FOR PROSALPINX OR AB- 
SCESS OF THE OVARY. 

These are the typical or average cases of suppuration of the 
uterine appendages. One hundred and twenty patients have been 
operated upon, with eight deaths, or 6.6 per cent. Of these there 
have been forty-six, hysterectomies, with one death, a mortality 
of 2.1 per cent; and seventy-four removals of one or both ap- 
pendages, with seven deaths, a mortality of 9.4 per cent. During 
the time that the forty-six hysterectomies were done, thirty-four 
patients had one or both appendages removed. The mortality in 
the hysterectomy cases has been 2.1 per cent, and in the oophoro- 
salpingectomy cases the mortality has been 5.8 per cent. The 
reasons for the markedly better results secured by hysterectomy 
as contrasted with those from oophoro-salpingestomy are easily 
understood by one who has practist both methods. 

Oophoro-salpingectomy should be restricted to cases of uni- 
lateral involvement. 

Hysterectomy gives both a smaller primary mortality and 
much fewer post-operative complications. 

Drainage is never employed in these cases unless the integrity 
of the bowel, bladder or ureter, is open to suspicion. 


INCISION AND DRAINAGE FOR PYROSALPINX AND AB- 
SCESS OF THE OVARY WHEN COMPLICATED BY 
ACUTE PERITONITIS OR BY INTRA-PERI- 
TONEAL ABSCESS, INCISION AND 
DRAINAGE FOR PUERPER- 

AL PHLEGMON. 


The relatively high mortality of abdominal section for com- 
plicated cases of suppuration in the uterine appendages has led 
to the employment of simple incision and drainage. This might 
be considered a reversion to the type of operation in vogue before 
the introduction of abdominal section for the cure of inflamma- 
tory disease of the uterine appendages. But this is only partly 
true. The old operation of aspiration and puncture for pelvic 
abscess was practist without an adequate knowledge of the 
pathology of pelvic suppuration, and the technic employed was 
so imperfect as to yield very poor results. Incision and drain- 
age at the present time is practist with a full knowledge of the 
pathology of pelvic suppuration; and enlightened by this knowl- 
-edge the surgeon is enabled to vary his technic so as to meet the 
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indications for the thoro evacuation and drainage of the pus 
cavities in the different classes of cases presenting themselves. 
Incision and drainage has been practist in fifty-four of my 
patients. In the great majority of the patients the incision has 
been made thru the vault of the vagina, in a smaller number 
thru the groin, and in some by a combination of the two in- 
cisions. The results obtained as nearly as can be ascertained are: 
Thirty-two have been cured, in fifteen there has been a partial 
failure, in six the ultimate result is unknown—that is, the 
patients have disappeared from observation—and in one case the 
patient died of heart clot immediately after operation. This pa- 
tient was almost moribund when operated upon. By “cured” is 
meant that the patient has been restored to good health and no 
further operation has been required. By “failure” is meant 
that a subsequent operation for the removal of one or more of 
the appendages has been required. Most of these so-called “fail- 
ures” have been in a very real sense brilliant successes, as the 
lives of the patients have been saved when in jeopardy and a 
eure has been made possible by subsequent abdominal section. 
The fourteen patients in whom a radical operation was performed 
at a subsequent date all made good recoveries from the secondary 
abdominal section, and in only three of them was it necessary 


to remove both appendages.* 


These facts are strong arguments in favor of simple incision . 


in complicated pus cases, as the radical operation performed as 
a primary procedure would have had a very different mortality— 
not to speak of the thirty-two patients cured by the incision 
alone—and most of the patients would have lost both appendages. 

The following is an analysis of the fifty-four cases in which 
the patients were treated by incision and drainage: 


Diagnosis. Cases.Crd.F1d.Ukn.Died 
Post-operative exudate and inflam- . 

Hictopic Pregnancy... 0 1 0 0 
Suppurating ectopic pregnancy........... 3 2 BE 0 0 
Suppurating ovarian cyst................ 2 0 2 0 0 
Unclassified, including all pelvic abscesses 

of undetermined origin................ 13 5 + 4 0 
Puerperal abscess and cellulitis.......... 22 15 6 0 1 
Gonorrheal pelvic abscess............+.. 9 8 1 0 0 


The unclassified cases consisted largely of abscesses in which 
it was difficult to determine whether they were of gonorrheal or 
of puerperal origin. 

Of the twenty-two cases of puerperal abscess and cellulitis, 
fifteen patients were cured; in six the operation was a failure, 
and one patient died. Two of the failures were counted twice, 
as each patient was operated upon once at home and once in 
the hospital. 

Puerperal phlegmon and puerperal ovarian abscess offer the 
best field for incision and drainage. <A perfect cure can be ef- 
fected in all such cases, with the preservation of all the organs 
of generation. This is also true of most cases of puerperal in- 
traperitoneal abscesses, and many cases of acute puerperal sup- 
purating salpingitis. Increasing experience strengthens the con- 
viction that incision and drainage is the operation of election for 
puerperal abscesses, and that abdominal section should be em- 
ployed only in very exceptional cases. 

Of the nine cases of gonorrheal abscess eight patients were 
cured, and one was a failure. This would indicate that the 
results of simple incision and drainage were better in gonorrheal 
eases than in any other class. This apparent showing I believe 
to be fallacious. It has been, and is, my belief, that recent 
gonorrheal pus-tubes should not be operated upon by incision and 
drainage, for two reasons: First, that if operated upon the good 
results would only be temporary in character; and second, that 
radical operation gives excellent results in these cases, as it 
is well recognized that gonorrheal pus seldom gives rise to post- 
operative peritonitis. Therefore, of the nine cases of gonorrheal 
pelvie abscess, eight were cases of long standing; and so far as 
a limited number can these cases show that good results can be 
obtained by incision and drainage in long-standing cases of gon- 
orrheal pyosalpinx and intraperitoneal abscess, but they have 
no bearing upon the question of incision and drainage in recent 


gonorrheal cases. 
CONCLUSLONS. 


The following are the conclusions which I have drawn from 
the experience of operations in two hundred cases of pelvic sup- 
puration in women, and from a study of the results obtained: 

1. The methods of dealing with suppuration of the uterine 
appendages have been greatly improved within the past fourteen 


Hysterectomy 
Ventral herniotomy 


years. The mortality has been reduced from more than 16 per 
cent in the first half of this period to less than 5 per cent in the 
second half. 

2. This reduction in the mortality has been obtained by: 
(a) Abandoning abdominal section in the treatment of pyosalpinx 
and abscess of the ovary when complicated by intraperitoneal 
abscess, and by substituting direct incision and drainage in this 
group of cases, and also for recent cases of pelvic suppuration 
of puerperal origin. (b) By substituting hysterectomy for oophor- 
osalpingectomy for the removal of bilateral suppuration in the 
uterine appendages. 

3. These changes in methods of operation have permitted 
the development of a much more perfect technic, which yields 
greatly improved results, remote as well as immediate. Ventral 
hernias, pedicle abscesses and troublesome intraperitoneal adhe- 
sions have become very rare instead of very frequent sequels 
of abdominal operations.. 

4. Free incision and drainage in cases of suppuration of 
the uterine appendages complicated by intraperitoneal abscess 
has proven to be a most valuable life-saving measure, yielding a 
mortality of less than 2 per cent, as contrasted with 27 per cent 
from abdominal section. The remote results have been scarcely 
less gratifying, thirty-two of the fifty-four having been perma- 
nently cured. 

5. Incision and drainage has proven to be a most conserva- 
tive operation, not only in the saving of life, but in the conserva- 
tion of the sexual organs. Of the fourteen patients in whom 
subsequently a radical abdominal operation was performed, in 
only three was it necessary to remove more than one uterine ap- 
pendage. The substitution of incision for the radical operation 
has saved many young women from the annoyance of a prema- 
ture menopause, and has enabled a number of them to bear chil- 
dren. Six pregnancies are known to have occurred, resulting in 
five children—one pair of twins—one miscarriage, and one preg- 
nancy now developing. 

6. Direct incision and drainage finds its best indication in: 
(a) Puerperal phlegmon; (b) puerperal ovarian abscess, intraperi- 
toneal abscess and pyosalpinx; (¢) in complicated cases of pelvic 
suppuration of whatever origin, in which the pus is not contained 
within the ovary and tube. 

7. The value of direct incision is most manifest in the worst 
class of cases, in which the patient is acutely ill from suppura- 
tion and peritonitis, and in which abdominal section gives its 
worst results, 


BRIEF NOTES ON SOME OF THE MORE COMMON INJUR- 
IES OF THE UPPER EXTREMITY. 


BY THOMAS H. MANLEY, M. D., Pa. D,, NEW YORK CITY. 
Professor of Surgery in the New York School of Clinical Medicine. 


In undertaking to submit anything practical and useful for 
publication in a medical journal one is reminded of the difficulty 
of giving anything fresh, crisp and original, or indeed, little if 
anything that cannot be found in any well-stockt library of the 
thrifty practitioner. I will recall my dear mother’s answer to 
my query, when a youth, as to the use of repeating day after 
day the same prayers; she replied: “A good thing cannot be re- 
peated too often.” And So it is with us in the harness; the lat- 
est and most valuable text-books contain but little more than 
that which has been over and over again recopied from their 
venerable predecessors. Moreover, the field of medical science 
is so vast and the sum total of any individual’s experience so 
small that his best and fullest efforts always fall far short of 
completion. 

In the brief space alloted me in this issue of American Sur- 
gery and Gynecology it is my purpose to consider—very sum- 
marily—a few of the more severe injuries of the joints of the 
upper limb. I am led to take up this topic because of a recent 
medico-legal experience in which an action was instituted by a 
man to recover for injuries sustained in the scapulo-humeral 
joint of the left side. The opposing counsel were well coacht 
by medical men, and I therefore steeled myself for a fierce cross- 
fire in the witness chair. But it gave me immense satisfaction 
when it was evident that one of my answers so completely stag- 
gered the defendant’s counsel that he suddenly cut short my 
cross-examination. He propounded the usual categorical ques- 
tion, emphatically intimating that a “dislocation of the shoulder- 
joint” was not an uncommon injury and never serious! I had to 
inform him that he must make clear what joint he had reference 
to, as there are three independent articulations at the shoulder; 
that in one form of dislocation, the acromio-clavicular, it is al- 
ways irreducible; and that in one other, the humero-scapular 
(what is commonly called “dislocation of the shoulder’) I have 
seen two cases in which the injury led to complete loss of func- 
tion, with—later—amputation of the limbs. 
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Let one but critically study the anatomy and functions that 
he may have a proper conception of the pathological changes 
which may result after injury of the shoulder; let him note the 
complex osseous structures; let him notice that the humerus is 
without a socket, that it is essentially without ligamentous sup- 
por; let him see that there are several synovial pouches: the bur- 
sae communicating freely with the large capsule; let him remem- 
ber that the machinery of the shoulder is practically dependent 
upon one muscle; the deltoid, which, when seriously damaged 
from any cause, may sacrifice the arm, and that this muscle par- 
takes in both character and function the character of a tendon 
and a ligament; and last—but not least—notice that the anatomic 
elements in the brachial plexus, the richness in fibrous structure 
giving a resistance equal to a tension of—Malgaigne tells us— 
more than 300 pounds (hence these nerve-bundles in the axilla are 
not only cables for the conduction of nerve-impulses, but also 
powerful ligamentous supports for the head of the humerus); and 
he will then appreciate the importance of the structures which 
may be injured in even a dislocation of the humero-scapular 
joint. 

Correct diagnosis in shoulder injuries is the key to the sit- 
uation. The question ever uppermost in the minds of a sur- 
geon is: WHAT ARE THE LESIONS? 


SPRAINS. 


What are “sprains?” Anything or nothing! A bad joint-sprain 
is a very serious affair. In all of these nerve-cords, and other 
soft parts, have suffered severe damage; a bone may bave been 
dislocated and have sprung back of itself into the joint; the 
articular surfaces may have been crackt, split or fissured. But 
tue presence or absence of these features in no manner influ- 
ences therapy. 

Again we have many joint-sprains so insignificant as to en- 
tail nothing more than a passing stiffmess and soreness. 

There can be no malingering in a severe joint-sprain. The 
most positive of objective evidence after a severe sprain con- 
sists of two things: First, the signs of arthritis; and, second, atro- 
phy—not atrophy of muscles alone (as the books imply), but atro- 
phy of all. of the soft parts. Here trophic changes are most 
notable in the adipose layer; the muscles are shrunken but little, 
if any, but they have lost their firmness and present a soft, flabby 
feeling to the hand. This consecutive change is not limited to 
the local, overlying parts, but is widespread—indeed, may extend 
thruout the entire length of the limb. 


INJURIES OF THE ELBOW. 


The elbow-joint is also a complex articulation. In muscular 
men, or the round, plump limb of a vigorous female, on the an- 
terior aspect of the elbow the osseous parts lie deeply. This 
elbow is a perfect hinge-joint which is rarely luxated unless 
there has been seme congenital vice of conformation in its mech- 
anism. 

My experience has conclusively proven this: That in the 
adult it is always best to begin examination by a search into the 
past history of the individual. This is important because: First, 
if dislocation has previously occurred an easy reduction may be 
expected, and second, there is a proneness to recurrence on in- 
cautious movement of the joint. 

My friend, Dr. John C. Henry, last week requested me to 
see a young lady who the evening preceding fell on her elbow 
when passing over an icy sidewalk. He was in doubt as to 
whether there was a fracture present or not—and hence desired 
my opinion. The patient was aged 26 years, with very large, 
full arms. As she stript both arms for purposes of contrast, it 
was readily apparent that she had “bow arms;” the condyles 
stood out at a sharp angle with the coronoid process in such a 
manner that as she flext the forearm there occurred a partial 
rotation of the articular surfaces in an outward direction. On 
questioning, she stated that fifteen years before she sustained an 
injury to this same joint, and that it was then “put out.” The 
head of the humerus in the left arm was dislocated well for- 
ward, but complete reduction was not difficult. 

Fracture at the elbow is very frequent in childhood; and 
treat it as we may: by flexion or extension, limitation of motion 
almost invariably follows—to quite as invariably recover after a 
long period of time. But in the adult we should be very cau- 
tious in prognosis in all elbow fractures as permanent impedi- 
ment in function is not infrequent. : 


WRIST INJURIES. 


Serious wrist injuries are very rare—if we do not include the 
so-called “Colles’ fracture.” Many injuries diagnosed the latter 
are not fractures at all, but are radio-carpal luxations with sep- 
aration of a diastasis of the radio-ulnar joint. If perfect func- 
tion follow we may set the case down as a bad sprain with 
more or less dislocation. ‘“Impaction of fragments” is a con- 
venient makeshift when crepitus is absent. 

There is par excellence a “‘woman’s fracture” or a “woman's 


sprain”’—in which, for some unknown reason, there appears a 
most extraordinary sympathetic relation between it and her 
brain. A lady was recently sent to me by Dr, H. B. Sheffield; 
she was supposed to have had a Colles’ fracture. She had con- 
sulted several physicians—who disagreed in diagnosis. I could 
find nothing but a radio-ulnar diastasis conjoined with a luxation 
outward of the carpus from a complete rupture of the external 
radio-carpal ligament. She insisted that she must have her arm 
“rebroken,” tho she confesst that the two radiographers were 
not in accord—one found a “fracture,” the other none. 


THE HAND. 


The most frequent of the phalanges to suffer dislocation are 
those of the thumb. Dislocation of the finger joints are very 
rare, except in the presence of grave damage to the surrounding 
parts. I have seen three dislocations of the metacarpo-phalan- 
geal joint of the thumb. 


OPERATION FOR OBSTRUCTIVE JAUNDICE.* 


BY HUGH M. TAYLOR, M. D., RICHMOND, VA. 


Professor of Practice of Surgery and Clinical Surgery, University College of 
Medicine, Richmond, Va.; Surgeon to Virginia Hospital, 


This patient is a man about 60 years of age, whom, as you 
see, is profoundly jaundiced. Indeed, I may say he has many 
symptoms of cholemia, which is a toxemia from the non-elimina- 
tion of the bile from the system. For some reason there is an 
obstruction to the free discharge of part or all of the forty ounc- 
es of bile which should be eliminated each day. <A careful phy- 
sical examination strongly points to cancer of the liver as the 
cause of the obstruction; but the evidence is not, in this instance, 
sufficiently clear to be accepted beyond all question. 

His history is as follows: He is a Baptist minister and has 
lived in many counties of this State, but at no time has he had 
malaria. In April of this year, while enjoying exceptionally good 
health, he was taken sick with some trouble, supposedly about 
his liver. He had fever for some days, and in a few days was 
markedly jaundiced. This sudden invasion of sickness and 
jaundice does not look like the onset of cancer; it rather points to 
the blocking of the common or hepatic duct by stone or the swell- 
ing of infection of the duct or ducts. It is true he has had no 
previous attacks simulating gall-stone colic or inflammation of 
wie gall bladder or bile ducts; no history of intermittent fever 
which is so often simulated by the septic inflammation incidental 
to gall tract inflammation; no attacks of so-called gastralgia, for 
which so commonly the sequences of gall-stones are mistaken. 
From apparent good health he has passt into this condition, 
which has caused him to lose forty pounds in weight, and has 
incapacitated him for work for the past six months, and even 
threatens, unless he can be relieved in some way, to end his life. 

What other conditions can produce obstruction and bring 
about the morbid conditions which confront us in this case? 

(a) Cancer of the liver or bile tract and pressure upon the 
hepatic or common duct, (b) cancer of the pancreas, notably of 
the head, (c) an attack of pancreatitis, (d) stone in the pancreat- 
ic duct, inducing a retention cyst of the pancreas, and, in fact, 
eancer on any adjacent organ which obstructs the common or 
hepatie ducts, (e) gall-stones lodged in the common or hepatic 
duct. 

But in this case, upon palpation, we find an enormously en- 
larged liver, its free margin extending half way from the ribs to 
the iliac crest. Does this necessarily point to cancer? No; any- 
thing which will completely obstruct the common or hepatic duct 
will dam the bile back into the hepatic ducts to their remotest 
ramifications, and as a further sequence the liver structure prop- 
er is absorbed and replaced by an excess of connective tissue 
growth and with hypertrophy of the liver. 

The patient before us has had but little if any pain. Is this 
a guide of any importance? In the minds of the uninitiated the 
existence of cancer is associated with horrible pain. The fact 
should be reiterated that it is common experience to meet with 
advanced malignancy with slight pain. Pain is nature’s senti- 
nel, and warns us of the invasion in many instances, and it would 
be a great blessing were it evinced with the first invasion of can- 
cer in no uncertain way. We see many cases of uterine cancer 
in which the cervix has been destroyed down to the vaginal 
junction, the cavity of the uterus cratered out, and the periuterine 
tissue extensively involved without the patient’s suspecting that 
anything is wrong; very much more frequently it is the hemor- 
rhage or offensive discharge or cachexia rather than the pain 
which prompts the patient to seek medical advice. 

So, too, with cancer of the liver—it is often far advanced 
before pain becomes a symptom. I expect in this case to find 


*Clinical lecture delivered in Amphitheatre of Virginia Hospital. Reported 
by W. Jeffries Chewning, M. D., Richmond, Va., House Surgeon to the Virginia 
Hospital, Richmond, Va. 
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either cancer of the liver or gall-stone obstruction of either the 
hepatic or common duct. Indeed, it is by no means improbable 
that we will find the two conditions co-existing. It is claimed 
that in 85 per cent of cases of cancer of the liver we will find 
gall-stones co-existing, and this brings us to the interesting query: 
Which is the primary etiological factor, the gall-stones or the 
eancer? It is clear to my mind that cancer may cause the forma- 
tion of gall-stones, and equally clear that gall-stones may cause 
cancer. Any condition that causes stagnation of bile in the bile 
tract will excite a cholangitis or cholecystitis and a precipitation 
of the bile-salts. This cancer accomplishes by pressure upon the 
bile ducts, by the irritation incident to the pent-up bile and mucus, 
and by infection of these pent-up secretions. Can we accept, un- 
qualified, this assertion that gall-stones may induce cancer? Yes, 
it matters not whether we accept Conheim’s theory modified to 
include post-natal as well as congenital blighted embryonic tissue 
evolution into cancer, or a more modern theory of the parasitic 
origin for cancer, we can see how gall-stones may induce can- 
cer of the liver or its ducts. If the gall-stone simply produces 
necrosis of the mucous lining of the gall-tract, this lesion must 
be repaired by post-natal embryonic tissue, and nature, ever lav- 
ish in the supply of her material, has debris left in the repair of 
every wound. By this way in the past has been explained the 
malignancy occurring in fractures, in scar tissue, ete. 

Long prior to Conheim’s or even Virchow’s studies, the idea 
that cancer was of microbic origin found many converts. So 
much in late years has been deduced to sustain the microbic the- 
ory of cancer that it would seem that we are nearer a solution 
of this vext problem than ever before. 

This patient has had jaundice for six months, sudden in its 
invasion and unvarying in its intensity. What does this im- 
ply? A persistent pressure, inducing complete obstruction and 
jaundice, persistent in its type and progressive, point strongly 
to cancer. Gall-stones do not, as a rule, produce complete and 
prolonged obstruction. Not infrequently the gall-stone is irregular 
in shape and does not mold perfectly into the duct,and then again 
the well-known ball and valve action of the stone in the dilated 
duct permits of a remitting jaundice. Jaundice varying in in- 
tensity points strongly to gall-stones. Many surgeons of expe- 
rience hesitate to operate upon cases of persistent and progressive 
jaundice because this condition is so uniformly associated with 
cancer, and because in cholema the blood changes are so great 
that hemorrhage is commonly profuse, and also because we can- 
not tell at what time the kidneys will tire of doing the extra work 
thrown upon them in jaundice and present us with a case of re- 
nal insufficiency, an almost inevitably fatal complication. 

Now that the patient is anesthetized, upon deep palpation I 
think I can feel a pyriform projection a little beyond the free 
margin of this liver. This means either a distended gall-bladder 
or a tongue-like growth of liver tissue. Both Mayo Robson and 
Greig Smith have impresst it as their experience that a distended 
gall-bladder, associated with jaundice, points strongly to cancer. 
In common duct obstruction from stone the gall-bladder may, it 
is claimed, be at first enlarged, but more commonly it is not, and 
not infrequently it is contracted. Primary cancer of the liver 
is less frequently met with than an invasion secondarily from 
cancer of the stomach, rectum, pancreas, etc. This patient is at 
the cancerous age, but we know that gall-stones may occur at 
any age, from cradle to coffin, and even in intrauterine life! Our 
patient has lost forty pounds in weight in six months. Cholemia 
from any cause is an active poison, and tissue building is incon- 
sistent with its existence. Gall-stones are very frequent in their 
occurrence. I have seen it estimated that 10 per cent of men, 
25 per cent of women, and 37 per cent of the insane have gall- 
stones, but, of course, only a very small percentage ever have 
serious trouble from their existence. Admitting that this esti- 
mate as to the frequency of gall-stones is too large, it is undoubt- 
edly true that they are far more frequent than is generally sup- 
posed and that many conditions are due to them in which their 
influence is entirely overlookt. 

The man who makes a positive diagnosis of intra-abdominal 
troubles must expect many surprises. If it is common duct ob- 
struction from stone, what can we do? Obviously the ideal oper- 
ation is choledochotomy—i. e., incise the duct and remove the 
stone, suture the duct, and then leave the bile tract intact. In 
the hands of many good men this procedure, ideal in its concep- 
tion, has given ideal results, but when the duct is buried in ad- 
hesions, when the stone is deep in the duct behind the duodenum 
at the Ampulla of Vater, thertask is often extremely difficult, 
sometimes necessitating incision of the duodenum in order to 
effect removal of the stone. Suppose we cannot remove the 
stone, what can we do? We have then to choose between cholecys- 
tenterostomy or cholecystostomy. Cholecystenterostomy has the 
advantage of carrying the bile into the intestinal tract thru its 
artificial opening, and its function in the processes of digestion is 
not lost. Nature not infrequently adheres the gall-bladder to 
the intestines, and by ulceration establishes an outlet into the 
bowel for the pent-up bile, and this is the way that very large 


gall-stones get into the intestines. Cholecystenterostomy (unless 
we have a contracted gall-bladder to deal with, in which event 
neither operation can be performed with facility) is very much 
easier to accomplish, and the fistula can be closed if the jaundice 
and cholemia are cured, as it is no longer needed. In common 
duct obstruction from stone any operation which leaves the 
stone, an irritant and a factor in producing cancer, is incomplete, 
but often the cholemia is the immediate danger, and often the 
choledochotomy involves too much surgery, and we are forced to 
be content with an incomplete operation and a live patient. 

What can we do if it is cancer? While it is true that partial 
hepectomies have been done, such a procedure does not, to an en- 
couraging extent, include within its scope operations for malignant 
diseases of the liver. Successful partial hepectomies have, as 
a rule, been done upon tumor outgrowths from the liver or those 
pedunculated. If it is cancer, involving the liver, we shall close 
up the wound or else, merely to palliate the danger incident to 
cholemia, we may do a cholecystostomy or a cholecystenterosto- 
my, and thereby establish a new outlet for the pent-up bile. 

On making a peritoneal section I find, as I expected, a great- 
ly enlarged liver, but inspection and palpation fail to reveal hard, 
nodular cancerous areas. No undue hardness of the liver as a 
whole nor soft fluctuating spots, indicating hemorrhage into the 
liver-substance, or debris of fluid from liver disintegration. You 
will notice projecting into the wound a gall-bladder several times 
the usual size, and this is significant, in view of what has been 
said as to a distended gall-bladder and jaundice being uniformly 
associated with cancer. But there is no evidence of cancer of 
the liver and no evidence of gall-stones. Passing my hand deep- 
ly beneath the under surface of this large liver, I come to a 
mass as large as my fist, and so hard that it feels stoney. I 
have no doubt it is cancer of the head of the pancreas. A small- 
er mass of like situation and hardness might well be mistaken 
for a large stone in a dilated duct, the Ampulla of Vater. 

At a risk of inducing hemorrhage, an especial danger in jaun- 
diced patients, I have torn thru adhesions until I now have my 
hand in contact with the mass. I am sorry to Say it is cancer, 
and we will have to abandon the idea of a complete operation. I 
will, however, do a cholecystostomy and lessen the cholemia due 
to pent-up bile. I can do the cholecystostomy easier than the 
cholecystenterostomy, because the duodenum is not in this patient 
readily acccessible. The man is not in a good condition, and we 
are warned to get him back to bed as soon as possible. . With a 
depresst patient, time is an important factor. To continue this 
operation a half hour longer may mean that this poor man may 
not recover from the exploratory work. I therefore do that 
which is quickest: suture the gall-bladder to the abdominal 
wall. In two or three days when adhesions have formed the 


gall-bladder will be incised and its contents allowed to escape. 


AN IMPROVED METHOD OF TREATING HIGH-SEATED 
CANCER OF THE RECTUM.* | 


BY ROBT. F. WEIR, M. D., F. R. C. S.,. ENG., NEW YORK CITY. 
Professor of Surgery in Columbia University. 


The Kraske operation is very unsatisfactory for removal of 
cancers of the rectum located far above the sphincter ani. 

The depth of the wound, the annoying hemorrhage, the more 
or less jagged invasion of the peritoneal cavity, the possible dif- 
ficulty of satisfactorily drawing down the upper portion of the 
bowel, and, finally, the trouble that is involved in the proper 
suturing of the preserved anal portion to the proximal end, all 
render it an operation that is often, in my judgment and expe- 
rience, troublesome and devoid of surgical neatness and precision. 
It is true that within four or five inches from the anus the af- 
fected part of the bowel can be easily reacht and removed with 
the creation, if the anus is involved, of a fairly satisfactory sa- 
eral artificial anus. But if the anus, and say two inches of the 
adjoining rectum, can be saved (a point which is of great im- 
portance to the subsequent comfort of the patient, and to do 
which the bowel above must be liberated and brought down), 
then the foregoing objections to the surgical procedure most in 
vogue must be taken strongly into consideration. They apply 
as well to all methods of approach from behind, modified from 
Kraske’s method, as to those from the front (by the vagina), as 
Murphy has recently advised. ‘The latter I have not essayed, 
but an experience of over 20 cases of Kraske’s resection, 9 of 
which were followed by an attempt at union of the divided rectal 
ends, has markedly impresst me with the desirability of attacking 
high-lying cancer of the rectum by a somewhat different method. 

MAUNSELL’S METHOD. 


The abdominal route has been tried by others but last year, 
i. e., in January, 1900, I ventured to practise such an extirpation 


*Abstract of paper read before the American Medical Association. 
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after the plan that Maunsell (then of New Zealand) had advised. 
His suggestion was to open the abdomen above the pubis, sepa- 
rate the peritoneum from the bowel largely and then to pass a 
loop of tape by a long mattress needle from the opened pelvis 
thru the rectum and out the previously enlarged anus. By this 
loop he proposed to pull down the neoplasm loosened by perito- 
neal divisions and by some additional blunt dissection with the 
finger, so that it would appear at the anus, everting the lower 
part of the rectum as it protruded. 

If the protrusion was accomplisht (and to do this it might 
be necessary to make more room by dividing the tissues from 
anus to coccyx) then the tumor was removed and the two ends 
of the bowel—now freely exposed outside’ the anus—were sutured 
and pusht back; and finally the peritoneum was sutured. 


WEIR’S MODIFICATION. 


Theoretically this was an admirable method, but when I 
attempted it, the cancerous mass would not pass thru the divided 
anus, and the forcible traction enlarged the tape openings into 
the bowel so much that escape of its contents was possible. I 
therefore changed the plan of procedure in this way: My fingers 
had freely detacht the divided peritoneum so that the bowel and 
the entire contents of the sacral curve were liberated behind 
nearly to the tip of the coccyx and in front to the edge of the pros- 
tate; this gave me room to tie around the bowel, some three inch- 
es from the anus, a couple of iodoform tapes, about an inch apart. 
The intestine was here cut thru and, being free, was readily rais- 
ed out of the abdominal wound and held aside by an assistant. 
The lower end of the rectum was then seized by a forceps in the 
hands of another assistant, who drew it down and out of the 
anus in an everted condition. Untying the tape that closed this 
everted bowel, its lumen was opened so that a longer forceps 
could be carried thru it into the pelvis, when the end of the 
upper bowel was brought down within its clasp and by it the 
latter was drawn thru the lower bowel out into the world. <A 
couple of needles passt thru the invaginated ends of the bowel— 
near their margins—allowed easy union by sutures of their edges 
(with the knots inside the bowel) and replacement of the same 
followed. After the peritoneum had been so sewn together 
(and also to the bowel) that the pelvis and the general abdominal 
cavity were separated by a “peritoneal shelf,’ I made drainage 
from the peri-intestinal space by a tube placed just in front of 
the coccyx. 

The result was so entirely satisfactory that I have twice 
successfully repeated the operation. It was necessary in each 
case to use a No. 7 or No. 8 Wale’s rectal bougie some three to 
six weeks after operation on account of stenosis; but this was 
only needed temporarily—the patients have two good bowel move- 
ments every day now. 


A FEW NECESSARY POINTS. 

1. Concerning the Division of the Peritoneum.—-By drawing 
the neoplasm backwards the folds of the peritoneum stretching 
(from the bladder in the male, and from the uterus in the female) 
are rendered prominent and a small cut is made in each, and 
thru these openings a scissors curved on its side or the common 
bandage scissors can be introduced just under the peritoneum 
and this divided up to the bowel, across, and behind it. A trans- 
verse cut across the front of the bdwel joining the two knife 
punctures frees the bowel entirely and by pushing downwards 
anteriorly the prostate is soon reacht. Before, however, peeling 
off the sacral tissues 1 have found it advantageous to search for 
and to tie the superior hemorrhoidal artery, as this renders the 
operative field nearly bloodless. This exposure of the sacral 
curve can be carried much further upwards should necessity arise, 
in a hunc for enlarged glands. If the lower blade of the scis- 
sors is kept persistently against the under surface of the peri- 
toneum no risk of damage to vecsels, nerves, etc., will be ex- 
perienced. 

2. As to Surgical Cleanliness.—The risk of this and similar 
procedures is, of course. the possible abdominal sepsis from the 
divided ends of the bowel. I have not only exercised particular 
care in this respect, but have as soon as the lower division has 
been accomplisht toucht the divided exposed mucous membranes 
with pure carbolic acid, which is promptly swabbed off with al- 
cohol, and similarly treated the upper divided gut as it rests out- 
side the abdomen. Prior to putting in the final sutures and 
while the bowel ends protrude from the anus this cauterized por- 
tion is cut off also. After the eversion of the lower bowel the 
whole pelvis is repeatedly washt with sterile salt solution, the 
parts being under good exposure by the retraction of the intes- 
tines above by pads or by a broad wire-handled retractor covered 
by gauze, three inches by eight inches, which admirably keeps 
them back like a diaphragm. I prefer this to the diaphragm 
that Maunsell originally proposed. 

3. The Anus and the Drainage.—In my first case, to enable 
me to extract the neoplasm by traction, I freely divided the anus 
backwards with a somewhat prolonged impairment of power. 


In the other two cases only stretching in the usual way was re- 
sorted to. In all the cases a short drainage tube was carried 
up to the site of the line of suture and inside the bowel was 
placed a small rubber tube covered with iodoform gauze. 

The contrast in this operation of Maunsell (which I have only 
slightly modified), with the usual Kraske operation, is most 
markt. Its signal precision, its freedom from hemorrhage and 
its thoroly exclusion of the area of trauma from the peritoneal 
cavity lead me to hope that it may come into more general use, 
as it conduces to the desired end in such diseases, which is, more 
thoroness in their extirpation. 

It is especially important to have a reliable assistant in this 
procedure. He should evert the lower bowel, pull down the up- 
per, conduct the suturing, replacement and drainage. The sur- 
geon in charge had better restrict himself to the interior abdomi- 
nal work and thus be able to maintain the required asepsis. It 
is true that the use of rubber gloves, easily disinfected as they 
are, or so readily changed, will often do away with this need. 


GENITAL MALFORMATIONS.* 


BY E. E. MONTGOMERY, A. M., M. D., PHILADELPHIA, PA. 
Professor of Gynecology in Jefferson Medical College. 


ABSENCE OF VAGINA.—A young lady, aet. twenty-three 
years, came to me in December, 1899, for examination to deter- 
mine the advisability of undergoing an operation for the con- 
struction of the vagina. She appeared well developt and in good 
health. The mammae and pudendum were normal in size; the 
labia minora somewhat longer than normal. She had suffered 
every month with more or less distress in the right side, which 
had been attributed to efforts at the establishment of menstrua- 
tion. Upon separating the labia the orifice of the urethra was 
apparent above a blank space, which extended back to the peri- 
neum. Digital palpation by the rectum disclosed no trace of 
vaginal structure. About three inches from the anus could be 
felt a slightly thickened portion, which was taken to be the rudi- 
mentary uterus, and to 2 right of it, what seemed to be an 
ovary a little longer thaw normal, and quite tender. Upon the 
left side the mass was much smaller. As the patient was en- 
gaged to be married, I decided to undertake the construction of a 
vagina. 

She entered my sanatorium on the 19th of December, 1899, 
and upon the 21st a transverse incision was made thru the cen- 
ter of the space between the perineum and the urethral orifice 
and by blunt dissection an opening made between the bladder 
and the rectum. A sound had been previously placed in the 
former and a bougie in the latter. The cavity thus constructed 
reacht two and one-half inches in length, when I feared that 
further dissection would injure the peritoneum. The cavity was 
temporarily packt with gauze, while flaps were constructed from 
the labia minora by splitting them. The flap was begun from 
the edge of the newly constructed vaginal opening and ex- 
tended out to the base of the labium minoris, so that its skin 
surfaces were separated. The two thus constructed were fas- 
tened by their apices to the roof of the constructed vagina, by 
eatgut sutures. They formed a very satisfactory lining for the 
interior portion of the vagina, but there still remained a large 
surface which must surely contract unless it could be supplied 
with an epithelial lining. This was secured by removing a skin 
flap two inches long from each thigh, which was thrown inio 
a warm salt solution as soon as dissected and afterwards se- 
cured by catgut sutures at either end upon the posterior sur- 
face of the newly constructed vagina. The cavity was then packt 
with iodoform gauze, which was permitted to remain for nearly 
a week. Much to my gratification, upon the removal of the 
gauze, the grafts were all found to hold. The vagina was then 
packt every other day with gauze until the end of the second 
week, when a glass vaginal plug was substituted. 5; 

She returned to her home at the end of four weeks with the 
direction to wear a rubber vaginal plug two hours daily. The 
vulva required close scanning to observe anything abnormal. 

DOUBLE UTERUS. Last month, a little over two years 
from the previous operation, this patient came to me suffering 
from an attack of catarrhal appendicitis and informed me that 
she had had several such attacks in the past year. Altho I 
could recognize no enlargement about the head of the cecum, I 
advised the removal of the appendix. As she had suffered ev- 
ery month from menstrual molimina, her mother requested that 
the operation should be utilized for the removal of the ovaries. 

On January 25 an incision two and one-half inches in length 
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was made thru the right linea semilunaris, and the appendix, 
which was swollen, quite tortuous, and curved backward around 
the head of the cecum, removed. Search was made for the right 
ovary and it was found connected with a very tortuous tube 
which arose from a cornu of the rudimentary uterus. The lat- 
ter was about an inch and a half long, presenting a rounded 
fundus. The pedicle was crusht by the angiotribe external to 
this rudimentary uterus, ligated with chromicized catgut and 
the ovary and tube removed. The left ovary and tube were 
found well to the left side of the pelvis, springing from a rudi- 
mentary cornu a scant inch in length. The ovary and tube were 
here removed in the same manner. These two uteri were not 
connected with each other except by a slightly thickened band. 

The structures presented the appearance of having developt 
from widely separated Muellerian ducts which had in no part 
coalesced and their lower portions had become obliterated with- 
out the vagina and cervix having been developt. 

Upon examination of the vulva, it presented a very nat- 
ural appearance, except upon close inspection, when the labia 
minora could be seen to be dragged into the vagina. The vagina 
seemed of good size externally and was found to bea scant two 
inches in length, notwithstanding the assertion of the patient that 
she had worn the vaginal plug for over a year. Her convales- 
cence from the recent operation has been unmarred by any com- 
plication and her present condition is excellent. 

DOUBLE VAGINA.—Various degrees of bifidity of the sexual 
organs are not in my experience unusual. Many of these doubt- 
less pass unobserved. Several cases of double vagina have been 
observed. In one of these, a maiden lady, the existence of the 
condition was unknown until I examined her because of ter- 
rific dysmenorrhea, which had been growing more severe as 
years advanced, until finally she was required to take as much 
as two grains of morphine hypodermically at each occurrence of 
the period to render it at all tolerable. Each vagina was found 
to have a cervix with its canal. Abdominal incision disclosed 
a bicornate uterus united at the cervix, but with separate cervi- 
cal canals. The right cornu, which was the larger, contained 
several myomata, one of which projected by a teat-like process 
into the internal os, to which was undoubtedly due the severe dys- 
menorrhea. The smaller horn also contained myomata. 

CONCEALED VAGINA.—During the hottest day in July 
last I operated at St. Joseph’s Hospital upon a woman, the wife 
of a physician, for a large myomatous growth. She had borne 
two children at full term. For several months she had suffered 
from severe hemorrhages, which had caused her to be very 
anemic. While cleansing the vagina preparatory to the opera- 
tion, I noticed an apparent cyst to the left of the anterior vaginal 
surface, but, outside of its rarity, thought but little about it. 
When the vagina was being separated from the cervix, however, 
I cut into this sac and at first thought I had entered the bladder, 
but closer observation disclosed that it communicated with the 
uterine cavity by a separate os. Here had undoubtedly been a 
uterus biseptis, one side of which communicated with a blind 
vaginal pouch; the uterine septum had doubtless been destroyed 
during the pregnancies. In completing the operation, I closed the 
peritoneum over the vagina and dismisst the condition from my 
mind. Some months after her return home her husband wrote 
me that she had had a large abscess discharge thru the vagina. 
As she continued to have trouble, I later askt him to send her to 
me, when I found that the blind pouch had become several times 
its former size and formed a distinctly fluctuating tumor. She 
was also suffering from a purulent vaginal discharge. Under 
anesthesia, I incised the sac, when several ounces of purulent 
liquid were discharged. I then cut away the partition between 
the sac and the normal vagina and united the mucous surfaces 
with continuous catgut. 

This procedure resulted in a complete arrest of the discharge. 

Some years ago, upon examining a woman, I found a pe- 
culiar bridle which hung from the vulva between the labia, ex- 
tending from the anterior to the posterior vaginal wall. This 
was undoubtedly the remnant of a vaginal septum, the superior 
portion of which had been destroyed by her previous labors. 

BICORNATE UTERUS.—On the 30th of the past month I 
operated at the Jefferson Hospital upon a young woman, aet. 
twenty-six years, who evidently suffered from pelvic inflamma- 
tory trouble. The uterus was quite broad and well out at the left 
side could be recognized an indurated mass which at first I was 
inclined to believe was an inflamed ureter. 

In dilating this uterus for curetment, the bougie passt to 
the left side, and the curet passt over what seemed to me a 
growth of a tortuous canal. Upon opening the abdomen, a 
bicornate uterus was disclosed, and behind was found a tubo- 


ovarian inflammatory mass. In this case the cornua had a com- 
mon cervix and cervical canal. 

These cases present some of the difficulties in securing accu- 
rate diagnosis and are sometimes instructive from the standpoint 
of therapeusis. 


THE PALLIATIVE TREATMENT OF THE UTERUS WITH 
A CAUTERY. 


BY H. J. BOLDT, M. D., NEW YORK CITY. 
Professor of Gynecology in the New York Post-Graduate Medical School. 


Altho this subject has been written upon a number of times 
by different authors, notably Dr. Joseph Byrne, it does not seem 
that the treatment is as yet fully understood by the profession, 
or if so its benefits are not appreciated. While there are num- 
erous fairly good methods of treatment, other than that with the 
red hot iron in some form, none of them show an equal result 
as to freedom of symptoms, for an equal length of time after 
treatment. 

From experience we know that the greater number of wom- 
en who have cancer of the uterus, do not present themselves suf- 
ficiently early to a surgeon to enable him to remove all diseased 
structure. The usual means of treatment employed by family phy- 
sicians, do not retard the progress of the disease at all, neither 
are the symptoms held in abeyance to any markt degree by the 
ordinary therapeutic measures. 

The potential cautery, while more efficient than douches and 
local applications, is uncertain in its effect on deeper structures; 
we do not know how deep the caustic action of the agent em- 
ployed may penetrate; further, it is more painful. 

The actual cautery is the palliative remedy par excellence. 
With the actual cautery too different results may be attained. 
A Paquelin cautery is best adapted for a general practitioner in 
localities where no street current is obtainable. It has the dis- 
advantage of being out of order frequently when most needed. 
A further disadvantage is that the heat cannot be so readily con- 
fined to the burner, as is the case with a galvanocautery. 

A hot iron, heated over a Bunsen flame, has the disadvantage 
that the irons require too frequent changes. : 

A galvano-cautery, as the one invented by Byrne, I have 
found inadequate, unless the cautery-fluid is changed two or 
three times during a cauterization, if extensive burning is neces- 


ry. 

The cells of a portable storage battery are insufficient to 
heat platinum wire of the required thickness. 

The most useful cautery apparatus is one made for me by 
the Wappler Manufacturing Company of this city. It has the 
important objection that it cannot be used where there is no 
street current, or an electric lighting plant in the building. The 
advantages of such cautery are, however, so great, that it would 
be to the best interest of the patient to transfer her, if at all 
possible without too much inconvenience, to a place where such 
cautery may be used. 

The advantages of the apparatus made for me by the Wap- 
pler company are: It is absolutely reliable at all times, so long as 
there is current; the burners, knife, and dome-shaped electrode 
are of very heavy wire; the connecting wire rod between the han- 
dle and the burner may be enclosed with a cloth wrung out of 
ice water without affecting the heat in the burners in any degree; 
this is a most important desideratum. The heat may be kept 
up in the burner as long as the current is on. Those who have 
done much cautery work, can best appreciate this feature. 


TECHNIC. 


The technic may be thus briefly described: All cancerous tis- 
sue which readily breaks down is removed with a cancer curet; 
(a very heavy spoon curet has been made for me by the Kny- 
Scherer Co.) The oozing in most instances is so profuse, that 
it will be found best to tampon with nosophen gauze and leave 
the cauterization for a day or two later. 

All disintergrated tissue having been removed to the hard 
zone, the dome-electrode is put into the handle and the current 
turned on; the field of work being exposed with suitable vaginal 
retractors. As soon as the burner is red hot, the handle connec- 
tion between the controller-handle and the burner is enclosed by 
a piece of gauze, folded several times and wrung out of ice wa- 
ter, to prevent burning the vagina and parts not intended to 
be cauterized. A large basin containing a large piece of ice 
and some water is kept alongside of the operator. The index 
finger determines the extent to which the cauterization is to be 
employed. For this purpose the electrode must be removed at 
frequent intervals. The current before removal is turned off at 
the controller. The amount of heat to be used may be regulated 
at the motor. I always turn it on full force, because the moist- 
ure from the surface of the area which is cauterized, cools off the 
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point sufficiently to prevent too great heat. When the electrode 
is removed, the cavity is swabbed out with small DRY gauze 
pads, and with the finger introduced, the site and extent for the 
next application is determined. The process is tedious; to do 
the work thoroly, takes from three-quarters of an hour to one 
and one-half hours. ; 

AFTER-TRBATMENT. 


After having converted the interior of the uterus into a 
charred mass, the cavity is loosely packt with dry nosophen gauze 
which may remain several days. No wet dressings are used at 
any time. 

. The patient may get up on the second or third day. When 
the charred mass begins to slough off, the surface is swabbed 
with strong tincture of iodine every second day until the cavity 
has contracted. Frequently it becomes contracted to such de- 
gree as to be obliterated, and the vagina closes beneath it. 

If bleeding recurs at a later period, the treatment may be 
necessary again. Occasionally I have resorted three times to a 
repetition. Usually, however, once or twice suffices. The life 
of the patient is made more comfortable by such treatment, than 
by any other known to me. It has seemed to me that the ad- 
ministration of solution of gold and arsenic according to the for- 
mula of Barclay, has acted beneficially in these patients. 

When the malignant neoplasm has penetrated to the bladder 
or rectum, the treatment by cautery is no longer applicable. 

It has happened twice to me, that the peritoneal cavity was 
accidentally opened posteriorly, but the immediate cessation of 
the cauterization is all that was necessary. The operation was 
finisht a week later without accident in these instances, 


SURGICAL NOTES. 


The latest method of attempting to secure an aseptic condi- 
tion of an infected wound consists of the application of a satu- 


rated solution of permanganate of potash and after an hour or sv * 


removal of the gauze pad containing the permanganate and coy- 
ering the wound with several layers of gauze saturated with per- 
oxide of hydrogen. It is said to be the best antiseptic dressing 
yet devised. 


Tillmanns says that the rare backward dislocations of the 
humerus are best reduced in the following manner: The arm -is 
raised to a right angle or the horizontal, extended, rotated, and 
then adducted, while at the same time the head is forced into the 
glenoid cavity by direct pressure from behind. If this is not suc- 
cessful, reduction is sometimes accomplisht very easily by strong 
abduction of the arm with subsequent rotation inward, or by 
elevation of the arm and pressure of the head into the cavity. 


Of interest in connection with the paper on gunshot wounds 
publisht in the October number of the Journal, is the report by 
Sir Wm. Thompson on fatalities in the Boer war in South Africa. 
He notes that whereas in the American Civil War of forty years 
ago, the killed were 18 per cent of those hit, in the recent war in 
Cuba and killed were only 11 9-10 per cent of those hit, and the 
proportion in the South African campaign indicates that of those 
hit 14 8-10 per cent were killed. However, the world is still 
without experience of what would happen to great bodies of men 
handled according to European methods, as in the Franco-Ger- 
man war. Extreme rapidity of repair was characteristic, in the 
recent wars, of all wounds of the soft parts. While it is not 
probable that asepsis was secured, as some contend, by the heat 
generated in the builet itself, the author has no doubt that the 
bullet received a thoro cleaning in the rifle, and, practically, pene- 
tration was effected by a piece of clean, very hard metal. The 
early application of the first dressing also contributed to the rapid 
repair, which was further aided by the climate, high temperature, 
and a dry atmosphere particularly free from germs hostile to the 
surgeon’s work. As for wounds of bones, the greater velocity, 
the greater the destruction. The cancellous tissue presented a 
more or less eiastic obstacle to the bullet and yielded to the im- 
pact, but, in the case of the shaft, much of the force of impact 
was expended in breaking the denser obstruction into minute 
pieces. The author speaks very favorably of the services of the 
Royal Army Medical Corps, and he points to the fact that, of all 
branches, including orderlies and nurses, nearly 400 medical help- 
ers have fallen. victims to their labors. 


An instance of cyst of the appendix vermiformis is recorded 
by Dr. Wm. C. Wood, of Gloversville, N. Y., in New York Medi- 
cal Journal, November 23, 1901. The patient was an unmarried 
woman of 25, who was apperanetly suffering from an acute attack 
of appendicitis. She gave no history of ever having had a simi- 
lar attack, but just twenty-four hours previously had been taken 


137 


with severe pain in the stomach, nausea, and vomiting; the pain 
soon shifted to the region of McBurney’s point, and there was a 
slight rise of temperature. She was acutely tender over the 
appendix, there was markt rigidity of the right rectus muscle, 
and the abdomen was somewhat distended, especially on the right 
side. The pain was severe, but not constant. The bowels were 
moderately constipated. On opening the abdomen by the usual 
incision a transparent tumor, dark-colored and filled with fluid, 
presented in the opening. At first the doctor thought it might be 
a strangulated intestine, but on drawing it out of the wound it 
was found to be attacht to the head of the colon, and was, in fact, 
a cyst of the appendix. The tumor was removed by clamping 
its base and cutting close to the bowel, which was secured by in- 
verting the stump into the bowel and overcasting with several in- 
terrupted sutures. The cyst contained six ounces of fluid of a 
light straw color similar to that found in a hydrocele. The pa- 
tient made a prompt and uneventful recovery. 


With fecal impaction, says Dr. W. M. Robertson in Ameri- 
can Medicine, it is not at all infrequent to find that high injections 
0. water, olive oil, or any other of the liquid injections common- 
ly used for obstruction of the bowel are of little use, and various 
directions are given for overcoming the trouble. As a rule, the 
trouble is simply due to the inability of the fluid used to penetrate 
the hardened and almost water-and-oil proof fecal mass, so that it 
may become movable, Physicians of the “oil regions” have 
found out by experience that the common crude oil as it comes 
from the wells is the best solvent known for the disintegration of 
these masses. There is no fecal mass which it will not penetrate 
and soften. One quart of the oil is introduced thru a colon 
tube and allowed to remain for twelve hours. There is usually 
no trouble about its retention. This treatment has been found 
to succeed after the most energetic use of water and sweet oil 
and glycerin failed to give relief. The crude oil has also been 
used internally, and there seems to be no reason why it should 
not be given by the mouth in conjunction with the rectal injec- 
he for obstipation, In that case it should be given with castor 
oil. 


Journal of American Medical Association gives a synopsis 
of an article by Dr. James P. Tuttle of New York on the subject 
of fistula, in which he claims that the percentage of failures in 
operations for fistula exceeds that of operations for cancer of 
the rectum. He thinks this statement may hardly be believed. 
Eternal vigilance is the price of healing in any of these cases. 
The surgeon can not safely dismiss the patient until every vestige 
of granulation and soft inflammatory tissue has disappeared. 
The causes of failure in many of these cases are imperfect drain- 
age and persistent infection; he insists on thoro disinfection of 
the wound. In tubercular fistula healing does not take 
place because of the pathogenic bacilli in the wound. In non- 
specific fistulas, complete drainage or radical removal of the en- 
tire fistula by incision with immediate suture is essential. It is 
not necessary always to cut thru the fistula at once; cauteriza- 
tion will often give better results if it is done thoroly. To be ef- 
fective nitrate of silver should be used in solution in the strength 
of 900 to 1,000 grains to the ounce of water and be applied thoro- 
ly to the fistulous tract. He suggests one or two points in regard 
to the technic of the incisions, especially in deeper fistulas, 
where this blind cutting from within outward is not only dan- 
gerous but unsatisfactory. The fistulous tract may be accurate- 
ly followed and laid open on the skin until it reaches a point 
directly below the internal opening and then the internal tis- 
sues and muscles are cut squarely across. It is not necessary 
to incise the intestinal wall as high up as the perirectal abscess 
burrows. Excision of fistula with immediate suture is being 
more and more employed. He gives-two or three little practical 
points: 1. Not to chromicize catgut to last more than six or 
seven days, as too much chromicization makes it a permanent 
and irritating body. The deep wound should be brought to- 
gether with a continuous mattress suture. so as to avoid knots 
as far as possible, but this same suture should not be used to 
bring the edges of the external wound together. The ends of the 
muscles should be brought together by interrupted sutures of the 
mattress type, and composed of chromicized catgut, for at this 
point we need a prolonged maintenance of the part in position. 
After the deep wound has been brought together this skin should 
be united by interrupted or continuous silkworm-gut suture. 
The incision into the rectum should be treated as follows: The 
mucous membrane should be dissected off from each side of the 
wound to the extent of one-half an inch up to the level of the 
{nternal opening of the fistula. From this point upward it 
should be loosened sufficiently from the muscular wall of the gut 
to be brought down and attacht to the skin just below the mar- 
gin of the anus, after the manner of a Whitehead operation. 
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This seals off from the intestinal cana] the field of operation by 


healthy tissues and helps in obtaining union by first intention. 
In tubercular fistula only two courses are open: If the fistula is 
direct and can be thoroly excised in all its extent and the wound 
immediately sutured, this should be done, but it should be as 
thoroly done as in cancer operation. If the tract is wide and tor- 
tuous, making removal of the pathological tissue impossible, it 
should be thoroly drained by a dependent incision upon the out- 
side and the fistulous tract treated by methylene-blue, orthoform, 
or the Roentgen-rays. -Incision for drainage should be made 
with a Paquelin or electro-cautery, so as to prevent the entrance 
of the bacilli thru the wound. In tuberculous patients any sur- 
gical intervention is of doubtful benefit except where the open- 
ing is too small for proper drainage. Syphilitic, typhoid and 
dysenteric fistulas should be treated as in the simple non-specific 
type, at the same time employing what constitutional treatment 
is required. 


In a recent paper on actinomycosis abdominalis Dr. 
A. Van der Veer of Albany mentions four avenues of infection: 
(1) Thru the mouth and pharynx; (2) thru the respiratory tract: 
(8) thru the gastro-intestinal tract; (4) thru skin-wounds, etc.; 
besides which there is (5) a group of cases in which no definite 
way of entry is discovered microscopically. A focus of acti- 
nomycotie infecfion is characterized by a central zone that con- 
tains the fungus, either free or attacht to the foreign body by 
means of which it gains access to the part. The zone usually 
contains more or less cellular detritus and the products of degen- 
eration. The blood-vessels in the immediate vicinity of the focus 
are rarely obliterated. Actinomycotic lesions are divided into (1) 
the neoplastic type—usually found in horses and cattle; (2) 
the inflammatory type—usually found in man and hogs. In the 
neoplastic type recovery is not infrequent, while in the inflam- 
matory type the process of destruction exceeds that of defense, 
both in rapidity and in intensity, and tends to the production of 
sinuses, but not of large abscess cavities. An unfavorable me- 
dium for the extension of the development of the disease are 
the muscles and bones. Characteristic is the tendency to the for- 
mation of fistulous passages, and the discharge presenting markt 
difference. It is serious in some instances, in others sero-purulent 
and still in others distinctly purulent. Practically, in all fistulous 
cases secondary infection exists. Another characteristic feature 
of the lesions is the tendency to extend by continuity rather 
than by metastasis. Poncet and Berard make the following 
classification: (1) Cervico-facial; (2) thoracic; (8) abdominal; (4) 
cutaneous foci in bone, the spinal column, the genital-urinary or- 
gans; the brain; the special organs of sense, etc., being regarded 
merely as complications. Statistics prove that 55 per cent of all 
the cases are of the cervico-facial type; 20 per cent, thoracic 
and pulmonary; about 20 per cent abdominal and about 5 per 
cent of a variety of types. Wan der Veer mentions that Grill 
has distinguisht three typical periods in the course of abdominal 
actinomycosis: (1) The initial period; (2) the period of tumor 
formation; (3) the period of fistula. Another period has been 
added by Hinglais—a period of repaiy. The duration of the dis- 
ease varies from a few weeks to several years. The prognosis in 
abdominal actinomycosis is not always necessarily grave. Cases 
that offer the best prognosis are those which are most amenable 
to surgical treatment. The older cases are more unfavorable, Grill 
found, out of 77 cases, 22 recoveries, 10 improvements and 45 
deaths. Early diagnosis is rarely made, but as soon as suppura- 
tion begins the diagnosis is comparatively easy. Iodide of po- 
tassium is the most satisfactory and effectual drug. It must be 
administered early and in large and gradually increasing doses. 
Tuberculin has been tried with some success and it has been 
found that men and animals infected with this disease react to 
Koch’s tuberculin the same as do cases of tuberculosis. Com- 
bined medical and surgical treatment has produced the best re- 
results, especially in the form of actinomycosis more superficial- 
ly placed... 


As the x-ray has come to play such an important part in the 
work of most surgeons, they will be interested in a late article 
by Dr. Carl Beck of New York on the pathologic and therapeutic 
aspects of the Roentgen-rays, an abstract of which is taken from 
Philadelphia Medical Journal. He says the most characteristic 
difference between ordinary burns and the integumental changes 
produced by the Roentgen-rays is the fact that the latter do not 
manifest themselves before the lapse of a period of incubation, 
as a rule after about two weeks. This latent stage lasts about 
ten days in the simple type of Roentgen-ray dermatosis. A con- 
dition of hyperemia then develops, the skin is at first light, later 
dark red, and finally becomes brown and scaled. After a few 
weeks there is complete recovery, sometimes leaving slight pig- 
mentation. There are two other types of this dermatosis, the 


bullous and the necrotic. In the bullous, intense reaction fol- 
lows an incubation of about two weeks; this is of both subjec- 
tive and objective character and also lasts about two weeks, 
then cicatrization occurs as well as depilation. The hair returns 
slowly and pigmentation and teleangiectasis nearly always re- 
main. The necrotic type develops a few days later than the bul- 
lous form and requires months for its cure. Beck states that 
this type reminds one of the stationary form of gangrene which 
is known in Europe as “glacier gangrene.” In ten thousand ex- 


aminations none of Beck’s patients were burned and this acci- 
dent did not occur in his practice until a few months ago. He 
reports his personal experience in being burned on the dorsum of 
the right hand and three other cases in his series. As to the 
causation of the burns, he states 1»at the peculiar chemical in. 
fluence of the Roentgen light on the tissues is so exerted that 
the nutrition of the cells is impaired. It is only when this im- 
pairment has reacht a certain degree that the burns occur, and 
these are influenced by the power and amount of the Roentgen 
light as well as the personal suscc: tibility. He explains efflu- 
vium capillorum by the inflammatory process which affects the 
matrix cells. The therapeutic application of the rays now in- 
cludes a large number of diseases, among which may be men- 
tioned hypertrichosis, favus, eczema, psoriasis, acne vulgaris 
and prurigo. He believes that there is no doubt whatever that 
the Roentgen-rays possess bactericidal properties, and he gives 
it as his opinion that it would be well worth while further to 
study the effect of the rays upon tuberculous foci. He thinks 
the assumption is well grounded that a favorable influence is ex- 
erted by the rays, for their action is bactericidal as well as in- 
flammatory. Beck recommends that healthy skin surfaces should 
be protected by tinfoil or lead plates and the face by masks of 
the same material during the process of irradiation. The treat- 
ment recommended for accidental burning in no wise differs from 
that of ordinary burns. 


Annals of Surgery (May, 1901) has an article by Dr. Har- 
vey Cushing on prompt operative treatment of typhoid perfora- 
tion, with report of a case. The author calls attention to the 
fact that more than two-thirds of all the recorded operations for 
this condition have been done by American surgeons. He thinks 
the mortality of this operation is probably higher than statis- 
tics would indicate, because many of the isolated cases operated 
upon which ended fatally are not reported with the same cer- 
tainty with which the successful ones are recorded. The re- 
sults of the surgical treatment of this condition, however, have 
been so satisfactory as to make the operation one of necessity. 
In tabulating results it is suggested that a distinction be made 
between operations for intestinal perforations in typhoid and 
operations from acute diffuse peritonitis, the result of perforation. 
The result of perforation and all operations for the relief will 
greatly depend upon the form of bacterial infection which is set 
up, and distinction cannot be made until the abdomen is opened 
and a culture made. It is thought that prompt intervention in 
cases of typhoid perforation will very shortly be the means of 
saving from 50 to 60 per cent of these cases. Reference is made 
to the utilitiy and ease of operating under the use of a local 
anesthetic. Even tho no perforation should be found, the ab- - 
dominal section under cocaine will in no way interfere with the 
recovery of the patient. The case reported by the author is that 
of a boy 20 years of age who from the’ onset of the fever 
showed markt abdominal symptoms. Within five days the leu- 
kocyte count increast from 5,000 to 15.000. The patient passt 
some blood by the bowel upon several occasions. The baths 
were taken badly, the patient complaining of abdominal pain 
during immersion and being cyanosed after the bath. Upon 
one occasion the patient was considerably collapst after a bath 
and at times there was considerable uniform abdominal rigidity 
and pain in the right iliac fossa. The patient’s temperature 
dropt from 103 degrees to 99 degrees. Operation was thought of 
at this time, but there did not seem to be sufficient indication 
for it. Subsequent to this collapse the patient passt a large 
amount of blood by the bowel. Forty-five hours later the pa- 
tient’s condition became serious; he vomited and the leukocyte 
count was 17,000; was dull, his pulse was feeble and 140. Op- 
eration was done at this time under local anesthesia. A large 
perforation was found in the ileum and several ounces of pus 
were evacuated from between the coils of the bowel. There was 
also evidence of recent extravasation in the general cavity. The 
perforation was ‘closed. A number of other thin spots were 
found over the ileum; so numerous were these that inversion 
was out of the question, so the operator wrapt the omentum 
around this portion of the bowel and fixt it with sutures. The 
wound was only partially closed and the diseased portion of bow- 
el left directly beneath the opening in the abdominal wall. The 
patient did well after the operation, the leukocyte count drop- 
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ping from 17,400 to 3,000 in five days. The abdominal rigidity 
disappeared in two days. Eight days after the operation a fecal 
fistula developt at the wound. This promptly closed and the pa- 
tient was discharged about two months after the operation. The 
author thinks that it would have been better to operate upon this 
ease at the time of the collapse following the bath. He calls 
attention to the frequency of hemorrhage from the bowel in 
eases of perforation. The author thinks that one reason why 
better results have been reported from cases operated upon dur- 
ing the period from eight to twenty-four hours after evidence of 
perforation is the fact that patients who survive perforation for 
this length of. time have usually suffered from a mild bacterial 
infection or else the process has gone on slowly and been well 
combated by a peritoneal reaction. 


At the late meeting of the American Association of Obstetri- 
cians and Gynecologists, Dr. Joseph Price of Philadelphia read a 
paper on “Early Operations in Appendicitis,’ in which he said 
he would base his remarks chiefly upon his experience of the past 
three months; covering about 100 cases! Seventy-five per cent had 
been managed by open treatment. All of them had been explo- 
sive cases, and none of the operations were done on the first or 
second day. In two ball-players the operations were done on the 
third day. In both cases he found gangrenous appendicitis with 
perforation and general peritonitis. Both were recognized and 
could have been operated on twenty-four hours earlier. He ex- 
presst himself as satisfied that there is but one proper treatment 
for this disease—early, clean removal of the appendix. The choice 
of method should not worry operators; nor lack of instruments. 
A pair of scissors with needles and fine thread is all that is abso- 
lutely necessary. The appendix should be cut off level with the 
cecum, and the opening closed with fine silk. This summer 
the operations done by him were chiefly on patients between the 
ages of eight and twenty. About seventy-five per cent were boys 
—fine, athletic chaps, and about twenty-five per cent girls. A 
large number of the latter were menstruating at the time of 
the operation. In some instances it complicated the diagnosis. 
The disease he found to have been quite common and fatal at 
summer resorts. A large number of operations were done at 
Atlantic City, and a few patients had been sent home for oper- 
ations. He concludes that the interval operation has done much 
to mislead the general practitioner, and done much to complicate 
an operation in which there should be no complications. 


The treatment of congenital dislocation of the hip-joint, says 
Burghard (Medical Age), should be based upon the following state- 
ments: In children under two who have not learned to walk, and 
in whom perfect control over bladder and rectum has not been 
gained, no active treatment should be carried out. Massage 
and passive movements, especially in the direction of extension 
and abduction, should be practist frequently during the day, 
whilst at night either weight extension or the ingenious appara- 
tus of Hoffa and Mikulicz may be employed; on the whole, per- 
haps weight extension is better, as any apparatus is liable to be 
soiled. The application of a plaster-of-Paris bandage, such as 
is required by Lorenz’s method, is out of the question, as the 
child under those circumstances rapidly becomes dirty and exco- 
riated, and the plaster has to be given up. Between the ages 
of two and five an attempt should be made to secure a permanent 
result by Lorenz’s method. This should always be checkt by 
the X-rays, and the surgeon should not be satisfied unless the 
head of the bone is, and remains, in position. The manipulations 
may be repeated at short intervals—two or three times if neces- 
sary—-so that the surgeon can convince himself as to whether or 
not it is likely to succeed. Should it fail, the joint should be at 
once cut down upon without further waste of time, and replaced. 
Cases at about the ages of five or six should be operated on at 
once by the open method, at any rate, unless a single trial of 
Lorenz’s method shows that the bloodless reposition is likely to 
succeed. These children stand the operation so perfectly well— 
there is so little risk of sepsis, so little pain afterwards, and so 
little difficulty in establishing and maintaining the reposition— 
that it is mere waste of time to employ any other method. After 
the age of seven at the outside, except in some cf tne rare cases 
where the head of the bone can be easily drawn down opposite 
th acetabulum, no active interference should be undertaken, and 
some form of apparatus modeled upon Schede’s should be worn 
so as to diminish the unsightly waddle. In patients who are 
anxious to have some active treatment, Schede’s extension, fol- 
lowed by short immobilization in plaster and then the use of 
Schede’s apparatus, may be -tried. 


An important contribution to surgical literature is that of 
Dr. Jos. C. Bloodgood, of which Philadelphia Medical Journal 
gives the foll6wing abstract: Bloodgood, in his article on “Blood 


Examinations in Surgery,” says: Altho there are exceptions to 
the rule, a rising temperature is an indication for an operation. 
In the majority of instances, if the leukocytes reach 18,000 be- 
fore forty-eight hours, it has been an indication of an advanced 
pathological lesion. For example, excessive exudate with a 
diffuse appendicitis, gangrene or an appendix distended with 
pus, abscess or beginning peritonitis. When leukocytes have 
been below 18,000, or, when counted a number of times, has fal- 
len in number, the patients have recovered without operation. 
With a fall in the leukocytes there has been associated a rapid 
cessation of the local symptoms, or, if operated on, the appendix 
has been the seat of but slight diffuse inflammation. Observed 
later in the attack, especially after the fourth day, a high leu- 
kocytosis has generally been associated with the localized ab- 
scess, or beginning peritonitis. It is to be remembered, how- 
ever, that it is possible to have an abscess with a low leukocyte- 
count. Out of the fifty-six cases of appendicitis with abscess, 
fourteen have had a leukocyte-count between 6,000 and 12,000; 
the remainder have been higher, the majority over 20,000; the 
usual count is between 20,000 and 25,000, one count 30,000, one 
60,000. It is always to be remembered that with peritonitis 
there may be a very low leukocyte-count. This, so far in his 
observations, has been associated with an extreme septic con- 
dition of the patient, and in every case death has followed. 
These low leukocyte-counts have been observed in patients ad- 
mitted to the hospital three days or longer after the beginning of 
the attack, so it is difficult to ascertain the exact duration of 
the peritonitis. Observations are sufficient to indicate that in the 
majority of instances beginning peritonitis is assocated with the 
rise in the leukocytes, which, however, falls as the patient be- 
comes more septic. In a general way one may feel that a pa- 
tient admitted with symptoms of peritonitis, with a high leuko- 
eyte-count has a better chance for recovery. The leukocyte- 
count simply indicates, however, a short duration of the pert- 
tonitis. The positive prognosis depends more upon the bacterio- 
logical findings than upon the leukocytosis. The author also em- 
phasizes the following: A rapid rise in the leukocytes, especially 
above 18,000, should, in his opinion, be a sufficient indicatoin for 
exploration, even in those cases in which the local symptoms 
are very slight. In a few exceptions in which the local symp- 
toms are sufficiently distinct to indicate an operation a low 
leukocytosis should not influence as to delay operation. 


In Pediatrics (October 1, 1901) may be found an admirable 
resume of Borrell’s review of our present knowledge tending to 
establish the parisitic origin of cancer; thus: Borrell divides his 
work into three stages. (1) The “Parasite,” described by Neis- 
ser, Darier and others; he believing that their “parasites” were 
epithelial cells undergoing special changes. (2) “Parasites” of 
the type described by Thoma, Sawtchenko and others. These 
are intracellular bodies, round, single or multiple, occurring 
chiefly with carcinomatous epithelium of glandular type. These 
bodies show a superficial resemblance to certain stages in the 
development of coccidia. Borrel believes that these bodies arise 
from peculiar changes which occur in the attractive sphere 
and centrosome of carcinoma cells. (3) “Parasites” believed by 
some men to be blastomycetes. Borrel says that the men who 
believe in this theory have assumed that all sorts of cell inclu- 
sions with a circular outline are blastomycetes, while in fact 
the inclusions have no morphological likeness to blastomycetes; 
and the infinite variety of cell inclusions, even in carcinoma, 
cannot all arise in the same way. The objections to the blasto- 
mycetie theory are: the nodules produced in animals by inocu- 
lation with blastomycetes are, with the exception of two cases of 
Sanfelice, of mesoblastic type: most men, with decent asepsis 
in making cultures, do not make cultures of blastomycetes from 
carcinomata, and there is no evidence that yeasts are found 
within epithelial cells. Borrel analyzes Sanfelice’s two “success- 
ful” cases and decides that there is no evidence that the tu- 
mors were due to the action of blastomycetes. Borrell’s own 
contribution is a demonstration of the fact that bodies morpho- 
logically identical with the “parasites” of cancer are produced 
in normal and carcinomatous cells by certain peculiar changes 
in the attractive sphere and certrosome. He employs special 
technic in hardening and staining tissues. In the testicle of 
guinea-pigs the attractive sphere and the centrosomes of cells 
which are to become spermatazoa show stages of development 
in which they resemble the “parasites” seen in cancer cells. In 
the cells of carcinoma the attractive sphere with included centro- 
somes may give rise to similar appearances. At times there 
comes a collection of portions of the sphere about each of sev- 
eral centrosomes. producing appearances like those seen in the 
“spore cyst” of various believers in the parasitic theory. Hence, 
Borrel concludes that the so-called parasites are due to peculiar 
changes of the attractive sphere about the centrosome. He 
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says that the theory of parasitic cause is attractive, but that 
at present there is no evidence to support any of the theories. 


Surgery of the spleen is discusst in an elaborate article by 
Dr. J. Collins Warren, of Boston (Annals of Surgery), in which 
he says that the operation of splenectomy was probably done in 
the most ancient days. It is said that sometimes the spleen 
was removed from runners for the purpose of giving them 
greater speed. Hagen has collected 360 cases of splenectomy, 
with a mortality of 38.3 per cent. Quite a number of large ma- 
larial spleens have been removed and in 64 of these cases operat- 
ed after 1890 the mortality was 23.4 per cent. Splenic anemia 
or splenic pseudoleukemia occurs in young adult life and is to 
be sharply differentiated from the anemias of infancy. Sippy 
has collected 25 cases of splenic anemia. Osler has reported 15. 
The symptoms of this disease are of insidious onset. As the 
tumor increases anemia also increases, causing fatigue, edema 
of the feet and occasional rise of temperature. Bronzing of the 
skin has sometimes been present. Ascites may develop and 
petechia and, more rarely still, hemorrhages from the stomach 
and intestines. Protracted diarrhea is a late symptom. A care- 
ful study of the blood is essential to a positive diagnosis and 
here a differential count of the white blood corpuscles is as 
necessary as an estimate of their whole number. At first there 
is a diminution of the hemoglobin, with a lesser degree of the 
diminution of the red corpuscles. As the disease progresses 
there is an extreme drop in both hemoglobin and red blood 
corpuscles. The coagulibility of the blood is much diminisht. 
The white corpuscles are actually and relatively diminisht and 
the different estimate shows an enormous ratio between the 
young and adult forms. There should be no _ myelocytes. 
Atrophy and sclerosis of the Malpighian bodies has been noted 
by Banti which is in contrast to leukemia, in which disease, ac- 
cording to Cabot, the Malpighian bodies are increast. [One of 
Osler’s cases extended over ten years.] The disease is fatal un- 
less Yelieved by surgical interference. In seven of his cases 
splenectomy was done and five recovered. Osler recommends 
the operation only in chronic cases with recurrent hemorrhage. 
The author reports a successful splenectomy for this condition. 
The diagnosis of splenic leukemia is made largely on the blood 
count which shows an increast number of white corpuscles, 
with the appearance of a myelocyte. Splenectomy in this con- 
dition is most unfavorable, being almost invariably followed by 
death. Hagen reports 42 operations, with only 4 recoveries. 
Death in nearly every instance was due to hemorrhage. Rich- 
ardson reports a successful splenectomy for splenic leukemia. 
Banti’s disease (hypertrophy with cirrhosis of the liver) is occa- 
sionally met. Banti’s cases show an increase in the marrow 
of the long bone; beyond which there is little definite in the 
pathology of the disease. Hagen reports 16 splenectomies for 
Banti’s disease, with only three deaths. Wandering spleen gives 
rise to serious disturbance of the stomach and may occasionally 
produce intestinal obstruction. A peritonitis may also result 
from a twisting of its pedicle. During the last ten years there 
have been 43 splenectomies for this condition, owing largely to 
the fact that the organ is usually hypertrophied and more or less 
diseased. In cases of abscess of the spleen, where the organ 
is surrounded by pus or where it is not too tightly bound down 
by adhesions, splenectomy may .be performed. Where extirpa- 
tion, however, means danger of infecting the peritoneum, simple 
opening and drainage constitute the treatment. In cases of rup- 
ture of the spleen, unless the rent be a small one and the hem- 
orrhage easily controlled, splenectomy is to be performed. In 
the last ten years four cases of sarcoma of the spleen have been 
operated upon with operative recoveries and one death. War- 
ren calls attention to the wide field for splenectomy, showing 
that the operation is only contraindicated in stch conditions as 
leukemia, cirrhosis of the liver and amyloid disease. The size 
of the spleen is much less a contraindication than adhesions 
which it has formed to surrounding organs. Before removing 
the spleen Warren suggests that the hand should be passt un- 
der it and the organ turned over. In this way the vessels are 
rendered much more accessible and can be tied before the spleen 
is removed. The author thinks it has been shown that there 
it no difference in the resistance to infection from bacteria 
after splenectomy than before. One of the results of removal 
of the spleen is a temporary increase in the number of white 
corpuscles. Enlargement of lymph glands has frequently been 
noticed after splenectomy (Bolton, Warbasse) and occasionally 
the thyrold gland has increast in size. 


An interesting case of congenital cystic kidney is reported 
in Journal of American Medical Association, by Dr. Wm. Jepson, 
of Sioux City, Ia. The patient was a child four months and 
fourteen days old. Examination of the abdomen showed that it 


was immensely, and apparently uniformly, distended, the integu- 
ment tightly stretcht and glistening; the umbilicus protruded and 
was surrounded by an area of active hyperemia, as if the struc- 
tures were the seat of an infective inflammation. This area 
was about two inches in diameter. Palpation revealed the pres- 
ence of a circumscribed collection of liquid in the abdomen, seem- 
ingly confined mostly to the right side. Percussion showed dull- 
ness over the whole abdominal area, except in the left hypochon- 
driac, lumbar, and inguinal regions, backwards from about mid- 
way between the mammary and axillary lines. Operation was 
successful and the child recovered. The points of interest as 
pointed out by Dr. Jepson are: (1.) It involved only one kidney, 
and the fact that it developt to such a degree without leading to 
serious disturbances until occasioned by its encroachment upon 
the gastro-intestinal tract, thru pressure. (2.) The difficulties in 
the way of arriving at anything but a problematic diagnosis prior 
to direct inspection of the growth seem quite insurmountable; and 
even inspection of the growth did not lead to a positive diagno- 
sis, till all structures from which a more or less similar condi- 
tion might arise were found to be normal; a diagnosis being thus 
arrived at by exclusion. An organ thus distended no longer 
possesses any recognizable characteristics of its former self. (3.) 
The case is further illustrative of the capability of children to en- 
dure what may be considered capital operations, provided pre- 
cautions are exercised in reducing to a minimum the period of 
anesthesia and operation, as well as the loss of blood. As near- 
ly as the autnor is able to learn from records, this is the youngest 
child that has survived a nephrectomy, Dr. Roswell Park, some 
years ago, having done a nephrectomy for. congenital cystic kid- 
ney upon a child aged twenty-three months, with resulting recov- 
ery. Since that time Rovsing has operated upon a child nine 
months old for congenital hydronephrosis, with recovery. 


An abstract of an important paper by Dr. W. A. Pusey of 
Chicago appears in Philadelphia Medical Journal January 235, 
1902, in which the author reports three cases in which he has 
employed the x-ray in the treatment of sarcoma. The first case 
was that of a young man having enlarged glands in both cervical 
regions. Some time previously Ochsner had operated upon one 
side and the growth was diagnosed small rounded cell sarcoma. 
About a month later the growth on the opposite side assumed 
large proportions extending from the front of the angle of the 
jaw to within an inch of the posterior median line and from the 
mastoid process almost to the clavicle. The growth was hard and 
not freely movable. The circumference of the neck before the 
application of the x-rays was 21 inches. The patient had 21 ex- 
posures to the rays with a hard tube and a weak light, the dura- 
tion of the exposures varying from ten to fifteen minutes. Con- 
siderable dermatitis developt and the exposures were stopt. The 
dermatitis rapidly subsided and soon disappeared. Within ten 
days the growth had shrunken perceptibly and the motions of 
the neck were much freer. The circumference of the neck after 
the treatment was 16%, inches. Six weeks after the treatment 
was begun there was no trace of the disease left except a very 
small and freely movable painless gland, which later on became 
still smaller. On January 12 the patient reported he had gained 12 
pounds since September and was in good health. The second 
and third cases reported were in patients past 60 years of age. 
The growth in each case was very extensive and the application 
of the rays had little effect. Pusey reports a fourth case, one 
of Hodgkin’s disease, occurring in a boy 4 years of age. This 
case showed a wonderful improvement under exposure to the 
rays. Another case of Hodgkin’s disease occurring in a man 50 
years of age is also reported. The rays in this case were ap- 
plied to the epitrochlear gland, which was about the size of a 
goose egg and very hard. The exposure resulted in a reduction 
of the gland to about the size of an olive. At the time the x-rays 
were being employed arsenical injections were being made into 
a mass of axillary glands, but without success. 


The subject of decapsulation of the kidney for chronic 
Bright’s disease is thus discusst by American Medicine: If the 
operation which has lately been employed by Dr. Edebohls of 
New York for chronic Bright’s disease shall prove as effective as 
its inventor apparently hopes and believes, it will be one of the 
most beneficent surgical procedures introduced since the advent 
of appendicectomy. It goes without saying that chronic Bright’s 
disease, whatever its variety, is one of the most hopeless of hu- 
man maladies; and any procedure which will appreciably reduce 
the mortality in this affection will be welcomed as a valuable ad- 
dition to medical science. Edebohls reports a series of eighteen 
cases operated upon, all having chronic Bright’s disease. Some 
of the earlier of these had movable kidney, and simply underwent 
an operation of nephropexy; the latter cases were without mova- 
ble kidney, and underwent the operation solely with a view of 
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curing or improving the diseased kidney condition. In the lat- 
ter cases complete renal decapsulation was performed. Nine 
of the eighteen patients have been operated upon more than a 
year, and hence some intelligent opinion can be formed as to the 
value of the procedure. It is asserted that of the nine cases 
operated upon, eight made a complete recovery from the chronic 
Bright’s disease. It is claimed that the variety of the nephritis, 
whether it be parenchymatous, interstitial or diffuse, is immate- 
rial. In the successful cases, it appears that some ten or fifteen 
days must elapse after the operation before there is any appre- 
ciable change in the quantity or quality of the urine; then there 
begins a gradual return to the normal, which, however, in some 
cases is not completed for a number of months. The theory ad- 
vanced to account for favorable change is that by the formation 
of adhesions between the kidney substance and the adjacent tis- 
sues, Many new blood vessels are soon added whose blood is di- 
rected to the kidney tissue, and thus hyperemization of the organ 
results. In support of the claim that hyperemization leads to 
rehabilitation in parenchymatous nephritis, Ziegler is quoted as 
follows: “when a portion of the renal epithelium has been de- 
stroyed by a morbid process which spares the intestitial struc- 
tures, the loss is in general soon made good by regenerative pro- 
liferation of the remainder, and if the circulation is adequately 
maintained, the new epithelium presently becomes capable of car- 
rying on the secretory function.” In the case, however, of 
chronic interstitial nephritis, or in a mixture of parenchymatous 
and interstitial, a different explanation must be sought for. It 
is conceivable that hyperemization of the kidney structure would 
lead to gradual absorption of inflammatory and intertubular de- 
posits, which have as yet not become organized; but when the 
process is chronic, organization has certainly advanced to a great- 
er or less extent, much secreting structure and many tubules are 
certainly destroyed, and it is inconceivable that any degree of 
renal hyperemia, however prolonged, could replace the connective 
tissue with the original secreting structure. The theory of re- 
habilitation and restitution, however, while of great moment to 
the pathologist, is not the chief desideratum of the surgeon. Re- 
sults are what he seeks, and the histologic changes necessary to 
bring about a happy result are of secondary importance. The 
results of this operation thus far are certainly sufficient to war- 
rant the careful consideration of the profession. In the hands 
of the whole profession the general beneficent results may fall 
far below the success attained by the skillful originator, and it 
yet remains a justifiable and life-saving surgical procedure. 


Dr. Geo. Tully Vaughan, Professor of Surgery in Georgetown 
University, Washington, has collected statistics of twenty-six 
cases of sutured stab-wound of the heart in which there were 
nine recoveries and seventeen deaths: a mortality of 65.38 per 
cent. The location of the wounds was as follows: Left_auricle, 
1; left ventricle, 12; right ventricle, 8; and not given, 5; from 
which it will be seen that the ventricles are more apt to be 


wounded that the auricles, and the left ventricles much more 
frequently than the right. Of the recoveries, two were wounded 
in the right ventricle; two were possibly non-penetrating and one 
was in the apex. From his study of the subject, Dr. Vaughan 
draws the following conclusions: (1) The time has arrived when 
a wound of the heart should be operated on with as little hesi- 
tation as a wound of the brain, with the expectation under cor- 
responding conditions of getting equally good results. The mor- 
tality must inevitably be high—not from the operation, but from 
the injury—especially if all cases, including desperate. ones, be 
undertaken. Selection of cases which have survived five or more 
hours after receiving the wound would give a good percentage of 
recoveries, but such selection is not to be recommended; (2) in 
all cases of wounds in the region of the heart, with symptoms 
threatening life, an exploratory operation should be done by mak- 
ing an osteoplastic flap, dividing the fourth and fifth costal car- 
tilages at their attachments to the sternum and the ribs about 
one inch external to their attachment to the cartilage, somewhat 
according to the method of Roberts. This flap turned up as a 
door on a hinge, gives a good view of the pericardium and can 
easily be enlarged if more room is required; (3) while early and 
speedy operation is often essential to success, yet the importance 
of asepsis cannot be too strongly emphasized on account of the 
great danger of pericarditis and empyema. If there has been 
hemorrhage, a quantity of physiological salt solution, approxi- 
mately equal in amount to the blood lost, should be injected into 
a vein while the surgeon is operating on the heart, if it has not 
been done sooner. 


Swales (New York Medical Journal, March 22, 1902), reports 
two cases of lupus vulgaris occurring in women aged thirty years. 
Both cases were very severe, but were apparently entirely cured 
by exposure to the x-rays and the administration of pure urea 
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in doses of from twenty to one hundred and twenty grains 
three times a day. The points to which the author particularly 
directs attention are: The low-pressure tube used (six inches), 
and consequently the absence of any severe dermatitis in the 
neighboring hes'thy skin; second, the comparatively short dura- 
tion of the treatment (three months in one case, and six months 
in the other) and the small amount of trouble entailed in carry- 
ing it out; third, the great improvement in the general health— 
lungs, heart, mental condition, and anemia; and, last, the absence 
of all puckering of the skin and unsightly contractions, so com- 
monly seen in patients treated by the older method of scarifica- 
tion. The great objection is the expense of the urea. 


Canadian Practitioner says that sterilized oil and liquid vase- 
line are the best lubricants for steel sounds, which should be 
dipt in them as far as possible. The use of semi-solid lubricants 
is unadvisable because they cannot be well kept sterile, and be- 
cause they may be wiped off by the urethra in great part, leay- 
ing the unlubricated surfaces. 


Vomiting, after the administration of chloroform may fre- 
quently be prevented by replacing the inhaler with a linen cloth 
— in vinegar, allowing it to remain over the face for some 

me. 


GYNECOLOGICAL NOTES. 


The indications for treatment of retrodeviations of the uterus 
according to Rosenwasser, are as follows: (1) A retroverted 
womb uncomplicated by disease should be replaced and supported 
by a pessary. (2) Retroversion complicated by diseased womb 
or impaired pelvis floor, the womb being movable, requires pre- 
liminary plastic operation to restore the normal condition before 
using a mechanical support. (3) Suspension operations should 
not be done simultaneously with the plastic, in face of the prob- 
ability that a pessary can sustain the womb in position. (4) 
Retroversion complicated by aggravated prolapsus requires sim- 
ultaneous plastic and suspension operations to effect a cure. (5) 
The treatment of retroversion with fixt womb is that for pelvic 
inflammation. Whenever the latter requires laparotomy or col- 
potomy, the retroversion becomes subject to such surgical treat- 
ment as may appear best suited to the particular case. (6) Ret- 
roversion, simple or complicated, in which mechanical support 
and plastic operation have failed to cure or relieve, and in which 
the symptoms demand relief, constitutes a proper indication for 
a suspension operation. 


It is common practice among gynecologists to use iodoform 
gauze as a pack in wounds of the pelvis. Dr. I. S. Stone (Amer- 
ican Journal of Obstetrics, January, 1902), reports two cases of 
poisoning resulting from the use of iodoform gauze after opera- 
tion, one of which resulted fatally. In this instance after the 
operation the pelvis, which was almost entirely denuded of peri- 
toneum, was packt with iodoform gauze sufficient to hold the 
viscera above the denuded area. The patient gradually grew 
worse, became delirious, and in fact maniacal, and died in two 
weeks. As sepsis, typhoid fever and all other diseases were 
excluded by the symptoms her death was ascribed to iodoform 
poisoning. 


An “ovariotomy in a man!” is the startling headline in New 
York Medical Journal, March 22. It turns out to be an account 
of an operation on Krabbel, of Aachen; on a “male” teacher in 
a high school, who suffered from an abdominal tumor. “He” 
was a splendidly built, short “man,” with a moustache and a less 
developt beard. The voice was high, the larynx not prominent, 
and the breasts flat. The abdomen was distended by a large 
tumor. There was a distinct penis, but showing extreme hypos- 
padias, no scrotum, and no testicles, whilst two well-formed labia 
existed. Under chloroform a small vagina and a cervix were 
detected. Ovariotomy was performed, the tumor was a multi- 
locular cyst of the left ovary, a small body resembling an ovary 
which lay attacht to its under surface proved to be the paro- 
varium. There was a well-made tho small uterus, with a right 
as well as a left broad ligament, tho nothing is reported about a 
right ovary, One year and a half later a large recurrent growth 
was removed. Prof. Marchand pronounced it to be a teratoma 
with sarcomatous and myomatous tissue added to the complicated 
and highly developt structures seen in this kind of morbid growth. 
No recurrence has taken place and the patient remains in good 
health. No emissions nor catamenia had ever occurred. Of 
course the patient was in this case an undoubted female, but hy- 
pospadias, undescended ‘testicles,’ and even a distinct rudimenta- 
tary vagina are no proof of sex, whilst, as said above, a male, 
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that is a testicle-bearing person, may possess a rudimentary ute- 
rus. The nature of the genital gland, in Krabbel’s case a cystic 
ovary, can alone determine disputed sex. 


Heil (Cincinnati Lancet-Clinic, March 15, 1902), reports a 
case of imagined pregnancy in an unmarried woman, 22 years 
of age. After sexual intercourse she ceast to menstruate for nine 
months. Blood then appeared and with it labor pains, for which 
midwives were sent for. She was transferred to the hospital, 
where at first a possible ruptured uterus or delivery at home 
with concealment of the child was suspected. An examination 
revealed, in spite of a peculiarly enlarged abdomen, a uterus of 
normal size with small round os cervicis, and the diagnosis of 
spurious labor was then easy. This patient presented the follow- 
ing symptoms and objective signs: suppression of the menses, 
swelling of breasts (without collostrum), enlargement of abdomen 
due to increast deposit of fat and meteorism, nausea and vomiting 
at the outset, and, later, ‘fetal’ movements. 


At a late meeting of the New York Obstetrical Society Boldt 
presented a specimen of puerperal tubo-ovarian abscess with a 
history of appendicitis! From the conditions found during exam- 
ination prior to operation the diagnosis of appendicitis with a 
large perityphlitic exudate presenting some unusual features was 
made. What was thought to be a perityphlitic exudate was 
found to be a tubo-ovarian abscess. The upper part of the tube 
was firmly agglutinated to the intestines. An unusually long 
appendix vermiformis, 12 cm., was found intimately adherent 
to the posterior surface of the tube. 


Rupture of the vagina during first coitus is rare enough to 
walrant mention of a case in the practice of Ostermayer (New 
York Post-graduate). The mother of the patient had suffered 
from a similar vaginal tear during intercourse as a result of cli- 
macteric changes. The patient—a young, healthy bride of 24— 
makes the one hundred and sixty-third case on record of this 
particular form of injury. After presumably her first coitus a 
violent hemorrhage occurred which could not be controlled by a 
vaginal tamponade. After exposing the tear by means of a 
speculum eight sutures were necessary to close the rent and con- 
trol the bleeding. After carefully considering the various feat- 
ures of the case the author concludes that excessive passion on 
the part of both male and female is to be held responsible for the 
occurrence of the accident in this particular case. 


Rothrock, in Northwestern Lancet, March 15, reports three 
cases in which rectal stricture seemed to be caused by inflamma- 
tory pelvic disease. In one there was an exudate of almost 
stony hardness, fixing the uterus and adnexa, causing infiltration 
and exudate and producing rectal stricture. Colostomy was re- 
quired to relieve the condition, 


The subject of ovarian transplantation is reviewed by Dr. 
W. R. Nicholson (Philadelphia Medical Journal, March 29, 1902), 
with the conclusion that there has been a decided measure of suc- 
cess attending this process in so far as it relates to animal ex- 
perimentation. Beginning with the work of Knauer, who made 
a series of experiments upon animals, the ovary being grafted 
into some other situation in the same animal in one class of 
eases, while in another class the attempt was made to transplant 
it from one animal to another. Nicholson reviews the work of 
Hegar, Halban, McCone, Morris and others up to the present time. 
The practical application of the method in a woman has not been 
largely attempted. Dudley and Glass have performed this op- 
eration with a certain degree of success. Nicholson sums up the 
results of the work as follows: Transplantation of the ovaries 
either homoplastically or heteroplastically is possible, and preg- 
nancy will follow in a small proportion of cases. There is with- 
out doubt an influence inherent in the ovaries beyond the mere 
process of ovulation which is very important for the development 
of the genitalia and also for their conservation. Whether this 
is strictly an internal secretion or not remains to be proven, but 
there seems to be a considerable number of facts pointing to this 
as the solution. There is reason to believe that the influence of 
transplanted ovaries may be most beneficial in the prevention 
of degenerations of the genitalia, but as yet there have been far 
too few cases reported to formulate any conclusion as to this fact. 


Dr. Henry C. Coe recently presented to the New York Ob- 
stetrical Society three cases of different varieties of uterine 
fibromyomata in pregnancy. One patient was a young woman, 
married five months, who had just aborted. Under chloroform 
a polyp the size of a golf ball was found with a long pedicle 
attacht near the fundus. This was removed later. In the sec- 
ond case the patient was four and a half months pregnant for the 


nosed. 


first time, and was anxious to go to term. A sessile subperito- 
neal fibroid, the size of an orange, could be felt in the left side 
of the uterus. The third patient, who was nearly three months 
pregnant, was also a primipara desirous of having a child. <A 
multilocular fibroid, partly interstitial, party subperitoneal, as 
large as a cocoanut, was firmly impacted in the pelvis. Severe 
contraction pains occurred without hemorrhage, the uterus rup- 
tured with profuse bleeding, but the patient made an _ afebrile 
recovery. Hysterectomy may eventually be necessary. 


Discussing the questions of recognition and cure of ectopic 
gestation, Dr. F, F. Lawrence asserts (Journal of American Med- 
ical Association, March 8, 1902), that the diagnosis of this condi- 
tion is practicable in the majority of cases, and that it is due to 
the wives and mothers that we not only emphasize the frequency, 
importance, and danger of this condition, but that we also em- 
phasize that a failure to attempt to make a diagnosis before rup- 
ture, when the opportunity for investigation is presented, is a 
failure totally without excuse. It is a failure which, if the wom- 
an should die as the result of rupture and hemorrhage, would 
place a very heavy moral responsibility upon the shoulders of him 
who caused the delay by failure to recognize the condition. Ex- 
amination of a patient before rupture will reveal a supersensitive 
uterus; an elastic, sensitive, and sometimes pulsating tumor be- 
hind or to one side of the uterus; a peculiar elastic crepitation, 
not unlike that elicited by feeling the normal placenta when the 
membranes have been turned outside. In nearly all cases the 
mass will be practically fixt, and the ovary can be found in close 
proximity to the tumor, but still not a part of it. 


New York Medical Journal says that Paton has had two cas- 
es of inoperable cancer of the breast in which he performed 
oophorectomy. In neither case was the patient benefited; the 
disease progresst rapidly, and the patients died in a few months. 
In both the growth was associated with either pregnancy or lac- 
tation, and the removal of the ovaries was done at a time of life 
when theoretically such removal should have had the most effect. 


At the New York Obstetrical Society, February 11, Dr. Le 
Roy Broun presented a specimen of primary epithelioma of the 
posterior wall of the vagina in a woman of 37. An ulcer was 
found in the posterior wall of the vagina, which showed typical 
epithelioma. 


Pediatrics, March 15, quotes from an article by Comby on 
the production of peritonitis from the vulvovaginitis of childhood. 
The author claims that the complications of the vulvovaginitis of 
children are varied tho relatively infrequent. Arthritis, purulent 
conjunctivitis, cystitis, prolapse of the urethra with vulvar hem- 
orrhages, and inflammation of Bartholin’s glands have been ob- 
served. Numerous cases of gonococcic peritonitis have been re- 
ported, of which some were fatal. The condition may be acute, 
subacute or chronic. In eight cases the ages of the patients va- 
ried from four to twelve years. Sometimes the peritonitis follow- 
ed recent vulvovaginitis, sometimes chronic. The discharge some- 
times yielded the gonococcus, sometimes did not. However, the 
vulvovaginitis was always contagious and its connection with 
some person in the patient’s entourage generally was easily es- 
tablisht. Comby thinks that only gonococcie vulvitis gives rise 
to peritonitis and that streptococcic and staphylococci do not. 
The infection passes by the vagina, uterus and_ tubes, 
to the peritoneum. The onset of the gonococcic peritonitis is 
sudden. ‘The child has been apparently in good health, and the 
vulvovaginitis may have been unnoticed; even in fatal cases it 
has not been severe. She suddenly complains of severe abdomi- 
nal pain and vomits. The abdomen becomes tender and the 
slightest touch provokes cries; she lies with the legs and thighs 
flext. There may be tympanites. Constipation or diarrhea may 
be present. Frequency of micturition was present in one of the 
writer’s cases. The temperature varies from 100.4 to 104 de- 
grees. In spite of the fever the extremities are cold and cya- 
In severe cases the abdominal facies is present. The 
duration of the symptoms varies from one to eight days. A re- 
lapse is exceptional. . The prognosis is good. All the writer’s 
eases terminated in recovery. The diagnosis may be difficult. 
The vulvovaginitis may have been overlookt or almost cured. 
When the abdominal symptoms begin vulvovaginitis rarely sug- 
gests itself to the practitioner. Peritonitis from appendicitis is 
often diagnosed. Hence in all cases of peritonitis in children 
the external genitals should be examined. In vulvovaginitis is 
present the question of gonococcic peritonitis should be enter- 
tained. Bacteriological examination of the discharge is not of 
much value. 


. 
Be 
ae 
| 
i 
i | 
t 
| 
| 
| 
. 
| 
; 
i 
H 
} 


